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In Memoriam 


AGNES V. EDWARDS 


1877-1954 
Executive Secretary-Treasurer, The Medical Society of Virginia 
1924-1950 
Managing Editor, Virginia Medical Monthly 
1919-1954 





The Virginia Medical Monthly has sustained a serious loss in 
the passing of Miss Agnes V. Edwards. As managing editor of the 
Monthly for more than thirty-five years she devoted herself as- 
siduously to the welfare of the publication which had been started 
by her father, Dr. Landon B. Edwards. Her indispensable role in 
the life of the Monthly was well eulogized in the August, 1951 
issue. She was loved by all who knew her and especially by those 
who were fortunate enough to be associated with her in the offices 
of the Virginia Medical Monthly. 
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RECENT DEVELOPMENTS IN THE TREATMENT OF ACNE 
AND OF ROSACEA* 


Gerorce H. Curtis, M.D., 
Cleveland, Ohio 


It has been estimated that acne vulgaris comprises 
about 15 per cent of the skin diseases treated by 
dermatologists. The incidence among the general 
population probably is much higher, comprising as 
high as 75 per cent of skin eruptions in adolescents 
and young adults. In the majority of individuals, 
acne is relatively mild and spontaneously disappears. 
However, even mild acne will leave some scarring, 
and moderate-to-severe acne leaves permanent scar- 
ring—in many instances, disfigurement. Although 
most acne patients may be assured that the disease 
will disappear by the end of the third decade, it is 
very much worth while to exert every effort to cure 
acne at as early an age as possible, to prevent the 
stigmata being stamped on the face for life. The 
psychologic impact of the disfiguring ugliness of 
acne and its scars on our young people causes much 
suffering and sometimes severe psychoneurosis. 

Similarly, adults acquiring rosacea, usually in the 
thirties and forties, labor under a psychologic handi- 
cap. The voung matron who enters the social whirl 
to further her husband's interests becomes aware of 
the plague of rosacea. As the eruption wanes and 
waxes, she alternately lives in hope and in despair. 
After several years, she becomes a “tied-down-to- 
home” psychoneurotic. The husband, a promising 
salesman, executive, or business owner, working long 
hours, drinking heavily, entertaining his clients and 
prospects with rich food and drink, also becomes 
His nose may show the first 
signs: bright-red dilated veins interspersed with 


afflicted with rosacea. 


bright-red to purplish papules and pustules; then the 
(An executive vice 
president of a corporation recently said to me: “Doc- 
tor, I feel like ‘Rudolph, the Red-nosed Reindeer’!”) 

I believe general physicians are consulted by a 


tip of the nose begins to enlarge. 


greater number of people with these conditions than 
are the dermatologists. With the currently available 
antibiotics, sex hormones, vitamins, and_ topical 
medicaments compounded by our ethical pharmaceu- 
tical companies, the general physician may obtain 





*Read before Richmond Academy of Medicine, meeting 
at Richmond, Va., Jan. 12, 1954. 

From the Department of Dermatology, the Cleveland 
Clinic, and the Frank E. Bunts Educational Institute, 
Cleveland, Ohio. 


satisfactory results in many patients reached by him 
only. 

In the following outline of treatment, I wish to 
stress the use of sex hormones, antibiotics, and vita- 
mins in the treatment of acne and of rosacea. 

In the Cleveland Clinic, the routine management 
The first step 
is to improve the general health of the patient. In 


of acne and of rosacea is as follows: 


this we are guided by information obtained in the 
clinical history, physical examination, and the lab- 
oratory data. The physicial examination may indi- 
cate further studies for focal infection in the teeth, 
sinuses, tonsils, prostate. In some patients, elimina- 
tion of foci is necessary, while in others treatment 
with the antibiotics and/or the sulfonamides will 
suffice. The hemogram may indicate anemia, and 
the presence of a focus of infection may be indicated 
by a leukocytosis. Urinary tract infection may be 
discovered by the urinalysis. Adequate sleep, fresh 
air, and exercise are prescribed along with the cor- 
rection of constipation. 

In acne patients, iodized salt, nuts, chocolate, fish, 
and shell-fish, particularly sea food, cheese, and 
vegetables with high-iodine content are eliminated 
frem the diet. Carbohydrates, fats, and proteins per 
se have no adverse influence on acne, but individual 
foods may have. During the course of management 
when exacerbations are not otherwise explainable, 
experimental withdrawal and readdition of foods 
such as milk, eggs, wheat, pork, and fresh-water 
fish are undertaken. Patients are instructed to avoid 
all medicines and proprietary medications containing 
bromine and iodine. 


If the history and observation of exacerbations 
in women are carefully evaluated, one will discover 
a surprisingly frequent correlation between onset of 
exacerbaticns and periods of menstruation. Usually, 
the exacerbations appear premenstrually, but may 
rarely occur during or a little after the period. Here, 
the estrogens are most useful. On the advice of our 
endocrinologists we are using stilbestrol, 0.25 to 
1.0 mg. daily, from the first to the twenty-fifth day 
of the menstrual cycle. In the average case, 0.5 mg. 
is prescribed; to date, we have not found it necessary 
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to prescribe more than 1.0 mg. daily. In about one- 
fourth of the cases, estrogens cause some menstrual 
disturbances from delayed menstruation or skipping 
of periods, to prolonged bleeding that, so far, is rare. 
Delayed menstruation or skipping of period may 
be prevented by reducing stilbestrol to 0.25 mg. or 
to 0.1 mg., or by administering progesterone, 25 mg. 
intramuscularly every second day for two or three 
injections, such that the last injection is given four 
days before the expected period, and the estrogen is 
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about twice that which had been administered before 
the onset of bleeding, continuing it for several days 
to a week; progesterone is then administered in 
25-mg. doses for three injections, and both hormones 
are then discontinued. I have had only one case 
requiring the foregoing treatment. In another case, 
mild bleeding lasted 14 days and stopped spon- 
taneously. 

We have been reluctant to use the hormones in men 
until further information about the long-range effects 





Fig. 1. The patient, aged 19 years had had acne for three months and had received two x-ray treatments, 16 


penicillin injections and a combination low-fat and low-“‘sweet’’ diet. 
months. Comedones had almost entirely disappeared after eight months of 


menstrual flares in three 
vitamin A. 


time. If stilbestrol causes 
severe nausea or vomiting, estrone sulfate (Pre- 


marin®) is substituted in comparable or slightly 


discontinued at that 


reduced dosage. It may be necessary to administer 
the hormones from three to six months to stop the 
premenstrual flares. We have no hesistancy in admin- 
istering the estrogens to young girls early in puberty. 
If prolonged withdrawal bleeding occurs, stilbestrol 
may be increased anywhere up to 5 mg. every hour 
until bleeding stops, then the dosage is reduced to 


Stilbestrol stopped the pre- 


of the estrogen on the testes is at hand. However, 
Dr. George Andrews! has administered the hormones 
in doses of 0.25 mg. for more than a year without 
obvious harmful effects. 


rest intervals for men. 


Dr. Andrews prescribes 


Administration of the estrogens in adolescents is 
attended with some difficulty in persuading parents 
to consent to their prolonged use. The principal 
objection by parents is based on their fear of the 
possible carcinogenic effects and the upsetting of the 





US 


normal physiology both in boys and in girls. Mothers 
become frightened when their daughters’ periods are 
skipped. Young married women fear that it means 
pregnancy. 

The antibiotics are indicated in pustular, nodular, 
and cystic acne. Usually 100 mg. to 250 mg. doses of 
Terramycin® or Aureomycin®, or Erythromycin® 
100 mg. to 200 mg., four times daily are prescribed 
for several months if necessary. As soon as definite 


improvement ensues, the dosage is reduced to about 


Fig. 2. 
ment. 
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ment with vitamin A must extend over many months. 
Water-soluble vitamin A is preferred. 

Local treatment of the skin continues to be im- 
portant in acne as well as in rosacea. Incision and 
drainage of cysts and pustules, and extraction of 
comedones should be done regularly. Cleansing the 
skin two or three times daily with soap and water, 
or with soap containing hexachlorophene (Phiso- 
hex®) will aid in the removal of comedones and 
infection. An _ excellent 


prevent preparation for 


The patient, aged 18 years had had nodular and cystic acne for three months and had had no treat- 
Stilbestrol 0.5 mg. daily stopped the premenstrual flares. 


Despite topical therapy the face con- 


tinued to be oily; x-ray treatments reduced the scborrhea and hypertrophied scarring 


100 mg. daily. Concomitant administration of the 
estrogens and antibiotics is extremely useful, par- 
ticularly so when there are menstrual exacerbations. 
Occasionally it may be necessary to substitute one 
of the sulfonamides, usually sulfadiazine, for the 
antibiotics. 

In acne simplex, in which comedones and folli- 
cular plugging are predominant features, vitamin A, 
from 100,000 to 200,000 units daily, is indicated, 
along with the estrogens and local treatment. ‘Treat- 


nightly use is Vleminckx’s solution (diluted 1:20 in 
hot water) as wet dressings. ‘There are a number 
of good lotions and ointments, most of which con- 
tain resorcin and sulfur which aid in the removal 
of comedones by maintaining a continuous scaling 
of the skin. 


I have found 5 per cent sulfadiazine 
ointment satisfactory in infected acne. 


I believe the 
estrogens put up in the form of lotions and/or 
greaseless creams are more satisfactory in men than 


in women. Greasy cosmetics are prohibited. 











= a 
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Acne is usually accompanied by seborrhea of the 
scalp as dandruff and oftentimes a mild seborrheic 
dermatitis along the hairline. A new preparation 
containing selenium bisulfide (Selsun®) is excellent 
and may be applied according to the directions in the 
package every five days to two weeks. 

Rosacea, like acne, is considered by many to be 
a manifestation of the seborrheic diathesis which, in 
turn, seems to be influenced by the androgens and 


estrogens. Except when it occurs in infancy, se- 
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be suspected and investigated. 

There seems to be some relationship between car- 
bohydrate storage in the skin and seborrhea, inas- 
much as a low-carbohydrate diet is beneficial in 
both seborrhea and rosacea. 

The vitamins, especially vitamin B complex, are 
useful. Routinely, we prescribe along with a low- 
carbohydrate diet a multivitamin containing adequate 
amounts of A and D; in the moderate-to-severe cases, 
crude liver extract in weekly doses of 2 cubic centi- 


Fig. 3. The patient, aged 17, had had acne for three years. Eleven x-ray treatments produced temporary 


improvement. He had received a low-fat diet. 


Terramycin ® produced some improvement in two 


months, and stilbestrol 0.5 mg. daily was added. Flares ceased after three months. 


borrhea appears at puberty or shortly before. Ro- 
sacea is usually seen in persons who have sebrorrhea 
and neurovascular instability, the principal sign of 
which is flushing. The flush may be precipitated by 
embarrassment, hot rich food and beverages, and 
alcohol. 
tions that exacerbations follow the eating of rich 
foods and condiments, and drinking at cocktail 
In women, premenstrual exacerbations are 


One cannot overlook the repeated observa- 


parties. 


frequent. In obstinate cases focal infection should 


meters or B complex intramuscularly. In some cases 
in which hypochlorhydria is found, hydrochloric acid 
is indicated. Those patients with rosacea who drink 
alcoholic beverages should avoid them. 

The estrogens will usually stop premenstrual ex- 


acerbations. The dosages are the same as for acne. 


I have recently been prescribing Acnestrol®, a prep- 


aration containing stilbestrol, thyroid and cascara, 
administered in 1 to 2 tablets daily, with satisfactory 


results. 
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In the more severe forms of rcsacea with much 
congestion of the skin and numerous torpid pustules 
and nodules, the antibiotics often rapidly provide 
relief. 

The management of rosacea cannot be adequately 
carried out without topical treatment, but a few pre- 
cautions must be observed. Many patients cannct 
tolerate the drying and scaling lotions prescribed for 
acne. It is advisable to begin with low concentra- 
tions of the ingredients of ointments and lotions. I 
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The ameunt of Quinolor® ointment may later be 
increased to 5 or 10 Gm. 


Gm. or cc. 


3. Betanaphthol 1.0 
Sulfur precipitate 2.0 
Balsam Peru ri 


Petrolatum or greaseless 


cream q.s. ad 30.0 


This ointment is weaker and should be prescribed 





Fig. 4, The patient, aged 31 years had had severe recurrent rosacea for two years and had received 12 x-ray 


treatments with temporary improvement. 


0.25 mg. daily brought about improvement but did not stop the flares. 
The patient experienced a flare following a cocktail 
Three months later she had had a hysterectomy and bilateral oophorectomy and had dis- 
Four months later the rosacea recurred and subsequent dosage of stilbestrol 


0.5 mg. and the flares ceased in three months. 
party. 
continued the regimen. 


Topical treatment, a low-carbohydrate diet and stilbestrol 


Stilbestrol was increased to 


1.0 mg. for 25 days of the month was found necessary to stop flares. 


have three standard ointments that I use first, before 
prescribing any others: 
1. 5 per cent sulfadiazine ointment for severe 
pustular rosacea. 
2. Salicylic acid Gm. or cc. 
Sulfur precipitate 
Ung. Quinolor® of each 1.0 
in Petrolatum or greaseless 


cream q.s. ad 30.0 


In the stronger ointment the concentration of 
These ointments usually 


first. 
the ingredients is doubled. 
produce a burning sensation for a few minutes and 
patients should be forewarned of the effect. The 
betanaphthol-containing ointments are applied once 
or twice daily for periods of four to five days only, 
with rest periods of three to five days, otherwise, they 


will irritate the skin. Betanaphthol ointments stain 


bed clothing, so that patients should be warned to use 








Juty, 1954 


old pillow cases. 

If these ointments are not too well tolerated they 
may be discontinued for a time and wet dressings 
with Vleminckx’s solution, or a lotion containing 
glycerite of tannin 10 per cent to 15 per cent in 
witch hazel, or beric acid compound lotion may be 
substituted : 

Gm. or cc. 


Rx. 
Glycerine 4.0 
Extr. witch hazel 30.0 
Alcoholic solu. boric ac. 30.0 
Aq. rosae q.s. ad 120.0 


I would like to mention a recent development in 
the treatment for acne scars. In the past, the scar- 
ring caused by acne has presented a real problem 
and various methods, such as CO. slush, scarifica- 
tion, occasional whole-skin grafting and the like have 
been tried with indifferent results. The sandpaper 
method, and more recently the wire brush method, 
devised within recent years is producing favorable 
results. However, there is an untoward late sequela 
in some patients. I have seen one patient in whom 
numerous miliums cr white heads developed follow- 


ing sandpapering. It seems likely that the incidence 


New Pamphlets for Doctors’ Waiting Rooms. 


The American Medical Association’s PR Depart- 
ment has just completed publication of four new 
pamphlets describing medical scientific achievements, 
doctors’ services to the community, and their desire to 


provide high quality medical care to everyone. 


Subjects of the four are: 1) “Quack!”—explains 
the dangers of going to quack healers for medical 


treatment; 2) “Health Today!’—tells about medi- 
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of this complication will increase as the popularity 
of the treatment increases. 

In conclusion, may I quote from a special article 

by Doctors Sulzberger and Baer?: 

“There is no doubt that the management of difficult 
cases of acne lies in the realm of the dermatologist 
and may require highly specialized therapeutic 
procedures, such as x-ray therapy. However, in 
view of the almost universal prevalence of acne 
vulgaris, collaboration in management or even 
sole responsibility for the treatment of many is 
the inescapable duty of all physicians and par- 
ticularly of all family physicians... .” 

In my opinion, this statement of a physician’s re- 


sponsibility applies also to the treatment of rosacea. 


REFERENCES 

1. Andrews, G. C., Domonkos, A. N., and Post, C. F.: 
Treatment of Acne Vulgaris, J.A.M.A., 146: 1107- 
1112, 1951. 

2. Sulzberger, M. B., and Baer, R. L.: The 1949 Year 
Book of Dermatology and Syphilology (November, 
1948-December, 1949), Chicago: The Year Book 
Publishers, 1950, p. 10. 


Cleveland Clinic, 
2020 East 93rd Street. 


cine’s progress during the past 50 years; 3) “On 
Guard!’’—outlines the steps A.M.A. has taken to 
evaluate drugs, and 4) “Why Wait ?’”—describes the 
best way to select a family doctor. 

Available in quantity, the pamphlets are suitable 
for distribution in doctor’s waiting rooms, as en- 
closures or as give-away material at schools and at 
general meetings. Physicians may order either in- 
dividual pamphlets or the entire series—without 


charge—from their state medical societies. 
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LOW BACK PAIN AND SCIATICA* 


Wma. Minor DEYERLE, M.D., 
and 
Virci. R. May, Jr., M.D., 


Richmond, Virginia 


The close relationship of low back pain and sciat- 
ica makes it essential to consider the two together. 
When we review the pathological physiology and 
anatomy of the low back,!*? the above relationship 
becomes more obvious. 

There are 10 joints with synovial capsules as well 
as their supporting ligaments, fascia and muscles. 
There are also 5 intervertebral joints (amphiarthroi- 
All of these 
joints are subject to the joint injuries and other 
pathological conditions found in joints. All are 
supplied by a posterior division of a lumbar or 


dal joints) and the 2 sacro-iliac joints. 


sacral nerve. Irritation arising in any of these areas 
may, therefore, cause back pain and referred sciatica 
with a resulting muscle spasm and sciatic scloliosis. 
Pathological conditions which may produce this 
syndrome are as follows: 

A. Tuberculosis 

B. Osteomyelitis 

C. Tumors 
(1) primary 
(2) metastatic 
Arthritis 


mb 
a 


\44 


Undulant fever 


Typhoid fever 


Gynecological and urological conditions 


Miscellaneous systemic causes 


oF 


Fibrositis and myositis 


J. Mechanical causes. 


The differential diagnosis in these conditions de- 
pends upon a careful history and physical examina- 
tion with approximate x-rays and laboratory aids. 

This discussion will deal primarily with the diag- 
nosis and treatment of mechanical causes of back 
pain and sciatica.t These mechanical causes may 
be: 

A. A single stress, such as acute back strain. 


B. Repeated stresses, such as repeated injuries or 
obesity. 





*Read before the Richmond Academy of Medicine, 
November 10, 1953. 


C. A mechanically weak back. 

A mechanically weak back may produce symptoms 
spontaneously and is predisposed to repeated episodes 
of back and leg pain because it is more vulnerable 
to stress or injury. The mechanically weak back is 
manifested in 4 ways which may be present sep- 
arately, or as a group: 

A. An increase in the lumbo-sacral angle of over 

52 degrees.*? 
B. Increase in the mobility of the lumbo-sacral 

area resulting from: 

(1) Obliquely placed or malformed facets.’ 

(2) Spondylolysis (defect in the pars inter- 
articularis) 

(3) Spondylolisthesis 

(4) Degeneration of, or excision of, an inter- 
vertebral disk (without surgical fusion). 

C. Decrease in size of the intervertebral fora- 

men,*? which makes the nerve rcot more 

vulnerable to pressure. This is demonstrated 
in: 

(1) Rupture or excision of an intervertebral 
disk without proper surgical fusion with 
the intervertebral foramen propped open. 
When there is narrowing of the disk space, 
subluxation of the facet joints occurs, 
which causes a narrowing of the interver- 
tebral foramen. X-rays often show this 
narrowing, and also posterior displace- 
ment of the superior vertebra on the one 
below; i.e., L5 on the sacrum.° 

(2) Hypertrophy of the cartilagenous plaque 
in spondylolisthesis or spondylolysis. Na- 
ture’s effort at repairing this cartilagenous 
defect often forms osteophytes and these, 
or the hypertrophied cartilagenous plaque, 

actually directly on the 

nerve. 18-19 


may press 

(3) Spondylolisthesis. 

(4) Congenital anomalies.®* 
Arthritis of the bodies and facets with 
spur formation. 
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(6) Edema of facet joints from simple sprains. 
(7) Edema of a traumatized or degenerative 
disk. 
D. Decrease in strength of muscular and liga- 
mentous support of disks and facet joints. 
1. Posterior longitudinal ligament and annulus 
fibrosa (degenerated ) 
(a) Old age thinning,.!°11.2 
(b) Spinal puncture perforating the pos- 
terior longitudinal ligament. 
(c) Repeated mild injuries to the support- 
ing structures. 
2. Loss of normal muscle support and tone, 


sometimes seen in pregnancy. 
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interarticularis, or even bone proliferation in the 
form of ossicles in this defective area, may also cause 
direct pressure. 

Even in cases of direct pressure, edema plays a 
part. The nerve itself, as well as the surrounding 
tissue, becomes edematous as a result of pressure and 
irritation. It is the subsiding of this edema in the 
nerve and surrounding tissues that allows many cases 
of back pain and sciatica to respond to rest and con- 
servative treatment. For this reason, we believe 
that even the most severe case of sciatica deserves a 


trial of conservative treatment. 


Hist RY AND PHYSICAL 
Fol- 


A typical history and physical is as follows: 





Fig. 1. Fowler’s position, flattening the lumbar spine and increasing the size of the intervertebral 


foramen. (Courtesy Journal of Bone and Joint Surgery)", 


All of these conditions allow an increased stress 
and strain on the structures surrounding the inter- 
vertebral foramen, and these, in turn, predispose to 
disk degeneration and injury (rupture) or other 
pressure on the nerve root. 

In cases of degeneration or rupture of a disk,’ 
as well as spondylolisthesis, the intervertebral fora- 
men is altered and the nerve is more vulnerable to 
pressure. This pressure may be the result of edema 
of the surrounding structures, such as the capsule 
of the facet joints or the disk, and it may be due 
to direct pressure from a ruptured or protruding disk; 
or from bone, as in arthritis and the spurs associated 


with it. Excess cartilage in the defect in the pars 


lowing varying degrees of trauma, the patient has 
a mild disability because of back pain, and the onset 
may be spontaneous with no known trauma. Usually, 
the attack lasts for 1 to 2 weeks and subsides spon- 
taneously. This is followed by repeated attacks which 
are often relieved by manipulations from chiroprac- 
tors or osteopaths. Later on, the attacks become more 
severe and tend to radiate further into the leg and 
down to the foot. The patient is increasingly dis- 
abled and is no longer relieved by the above men- 
tioned manipulations. He often volunteers that any 
lifting brings on an attack and during an attack, 
coughing and sneezing causes a reproduction of his 


leg pain. He often notes that he is pulled forward 
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POSTURAL INSTRUCTIONS FOR PAIN 





IN THE LOWER BACK 











B CIN { Y Roll pelvis 


upward 
4 
C Qs D 








“Flatten back against wall. 





IMPORTANT INSTRUCTIONS 





1. Never sleep on your abdomen. Sleep on yourside with your knees drawn up. 
2. Never bend backward or reach up bending backward. 

3e Do not lift loads in front of you above your waist line. 

4. Sit with the pelvis rotated forward in a slightly "slumped" position, 


ADDITIONAL INSTRUCTIONS WHICH ARE DESIRABLE BUT NOT ESSENTIAL 





1. When possible elevate the knees higher than the hips when sitting. This is 
especially true when driving or riding as a passenger in an automobile. 

2. Avoid standing as much as possible. 

3, Avoid high heels as much as possible. 


Fig. 2. Exercises flexing the lumbar spine and opening up the intervertebral foramen. 
and to one side during his acute attacks. During limb. The patient is frequently relieved by a hyper- 
remissions the patient is frequently completely pain flexed position of the spine, which tends to open up 
free. He has usually had several trials of conserva- the intervertebral foramen. Pain may be reproduced 
tive treatment with bed rest, and these seem to help _ in any of the following ways: 


the recovery of the periodic attacks. Eventually, (1 


— 


Jugular compression test. 
he attacks become severe enoug é > patient is - 
the ittacks become severe enc ugh that the patient is (2) Deep pressure over the 4th and 5th lumbar 
sabled ; » may describe ; ng ; 
disabled and he may describe a burning or numb interspaces. 
sensation in his leg or foot, and at times describes : : ' " ; 
: : : < (3) Hyperextension of the back with the patient 
a sensation of crawling over the skin. “ , - 
lying in a prone position. 
PHYSICAL FINDINGS (4) Straight leg raising tests. 
The patient walks with a limp favoring the af- The straight leg raising is positive on the affected 
fected side, and is often flexed and pulled forward side and leg raising on the opposite side may cause 
with sciatic scolicsis. This may be away from the pain to be referred back to the affected limb. 


affected limb but is occasionally toward the affected Neurological findings are weakness of dorsiflexion 
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Fig. 3. 


Adjustable padded flexion frame. 





Fig. 4. 


Patient in position on fexion frame. 
producing pressure over the abdominal veins. 


of the great toe; Icss of tone or atrophy in the calf or 
thigh muscles or gluteal area; decreased sensation 
over the skin areas supplied by the 4th or 5th lumbar 
dermatomes or the 1st sacral dermatome (these areas 
often overlap). There may be a decrease in the 
ankle jerk or knee jerk. During the acute attacks, 
extreme muscle spasm in the low back limits all low 
back motion. The most frequently positive findings 
are the leg raising tests; the ability to reproduce 


the pain and some neurological change. All of these 





The posterior interlaminal spaces are opened without 


findings are not usually found in 1 case. 

X-rays are routinely made in all cases in order 
to pick up the defects mentioned in the pathological 
physiology above. Myelograms are done on any 
case in which there seems to be suggestion of cord 
tumor. They are not done routinely, as it is felt 
that if a diagnosis cannot be made on the history, 
physical and x-ray findings, additional time should 
be allowed for further conservative treatment and, 


following this, the diagnosis is usually more apparent. 














Fig. 5. 


Patient in regular 


CONSERVATIVE TREATMENT 

This treatment!*.!4.2 consists of rest on a hard bed 
with the knees and upper body elevated in Fowler’s 
position. Figure 7 shows how this may be done at 
home, but in the hospital it is easily accomplished 
with a Gatch bed. 
combined with local heat, helps relieve spasm, but 
This 


treatment is continued from 10 days to 3 months, 


Tolserol, 1 gram every 4 hours, 
often narcotics are necessary to relieve pain. 


depending upon the progress, and is supplemented 
by flexion exercises (Figure 2) after the acute pain 
subsides. When the patient becomes ambulatory, 
a flexion cast or a Williams’? flexion brace is applied 
and worn until the patient becomes asymptomatic. 
The Fowler’s position, exercises, brace or flexion 
cast all tend to open up the intervertebral foramen, 
thereby allowing the maximum opportunity for edema 
and other pressures to subside. The patient is ad- 
vised to do no heavy work until all pain has disap- 
peared and cautioned against lifting in strained posi- 
tions at any time. 

Those patients not improving satisfactorily under 
100 ce. 
2° Tolserol solution is injected intravenously 


the above regime are given a Tolserol test.” 


of 
over a 5 minute period. 
laxation sufficient to produce visual vertical nystag- 
If, at this point of relaxation, the patient’s 


This provides muscle re- 


mus. 
ability to tolerate a straight leg-raising test is im- 
proved, we feel that he should be given further 
If, however, the patient’s 


conservative treatment. 
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prone position, no flexion. 

ability to tolerate a straight leg-raising test is un- 
changed or made worse, we feel there is probably 
This 


test is very helpful in deciding which patients will 


pressure that will require surgical correction. 


require surgery; but, in general, after the diagnosis 
is made, our main indication for surgery has been a 
repeated failure of conservative treatment. 

Over a 4 year period, this conservative treatment 


= 


was carried out on 728 patients with sciatica and 
was successful enough to prevent the necessity of 
surgery in all but 102 cases. Conservative treatment 
failed in 14° of our cases. The authors performed 
102 disk explorations and spinal fusions over this 
period. 
TABLE No. 1 
Disk Pathology 


Bulging 11 
Ruptured 43 
Extruded 16 
Multiple a 2 
Tight Intervertebral Foramen 2 
Unstable Back 14 
Spondylolisthesis or Spondylolysis 16 
104 


2 of these also had extruded ruptured disks 


All of the patients we operated upon had 1 or 
more trials of conservative treatment prior to surgery. 


TABLE No. 2 
Average age 
Laborers 


38 years 
62% 
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Housewives 30% ward without any back pressure from the ab- 
st , by OG, . . . . 
Traveling men 37 dominal viscera. All patients usually receive 
Office workers - 5% 


OPERATIVE TREATMENT 

These patients had the usual pre-operative prep- 
aration and were operated upon under endotracheal 
or spinal anesthesia. We feel the convex saddle 
frame (shown in Figure 3) has many advantages 
over simple flexion over a pillow or breaking the 
table. 
ure 4. 


tages: 


The patient can be seen in position in Fig- 
This positioning has the following advan- 


(1) The posterior intervertebral spaces are opened 
up to the maximum, allowing easy access to 
the disk area with a minimum removal of 
overlying bone. This can be seen in Figure 5, 
with the patient in a prone position, as com- 
pared with Figure 6, the same patient flexed 
on a frame. 

There is no pressure over the abdominal veins 
This 


decreases the engorgement of the dural veins 


as the abdomen hangs perfectly free. 


and makes possible more accurate surgery with 
less hemorrhage, especially in exposing the 
nerve roots. There is also the decreased pos- 
sibility of secondary complications of the 
venous system, such as thrombophlebitis or 
phlebothrombosis. 


(3) 


There is a free range of respiratory motion, as 


the diaphragm can move upward and down- 





1 pint of blood to prevent shock. ‘This has 
not been a problem, but we feel that preven- 
tion is preferable to cure in this condition. 

The operative procedure followed has been a prop 
graft employed by one author, Virgil R. May, Jr.,! 
Figure 7, and multiple trans-facet mortise prop 
grafts!® Figure 8, by the other author, Wm. Minor 
Deyerle. Both also use additional small cancellous 
chips. Both of these techniques incorporate the 
principle of distracting the facets sufficiently to 
leave a maximum of space in the intervertebral 
foramen, and also supply additional cancellous bone 
for osteogenesis. ‘The precise mechanical stabiliza- 
tion makes early ambulation possible. 

We routinely explore the 4th and 5th interspaces 
on all spinal fusions and, if necessary, also explore 
the 3rd interspace. All ruptured disk cases are fused. 
The area to be fused is determined by the amount of 
pathology found, and whether or not the posterior 
longitudinal ligament was opened in the exploration. 
If the posterior longitudinal ligament is opened, al- 
though no disk is found at the level at which it is 
opened, we feel that the spine should be fused across 
this area. In removing the disk, all extruded disk 
material is removed and any additional loose frag- 
ments within the disk space are curretted and dis- 
sected. A careful inspection is also made of the 


nerve roots, especially in cases of spondylolisthesis, 
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Fig. 6. Same patient as Figure 5 in position over flexion frame. Note flattening of the lumbosacral angle 
and opening of the intervertebral foramen. 
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Fig. 7. 


to see whether or not there is any pressure or osteo- 
phyte formation. If this pressure is present, it is 
removed. The wound is closed in the routine man- 
ner with 0 chromic catgut to the fascia and 0 plain 
catgut subcutaneously, with silk to the skin. 

We feel that in all cases in which a ruptured disk 
is to be removed, the spine should be fused at the 
time of removal of the ruptured disk, or in cases 
explored for a ruptured disk. It should be fused 
for the following reasons: 

(1) The unstable spine is the main predisposing 
factor in degeneration, and rupturing of a 
disk and the removal of the supporting struc- 
tures (disk) renders it even more unable to 
withstand future damage. 

(2) The removal of the disk allows for the sag- 
ging of the vertebrae and a decrease in the 

We feel, 


stand- 


size of the intervertebral foramen. 

therefore, that, from an anatomical 
point, one should restore, in so far as possible, 
the normal relationships of the intervertebral 
foramen, and strengthen an unstable back by 
performing a spinal fusion. 

(3) Psychologically, a patient who has a disk re- 
moved and the spine fused in one procedure 

is much more able to make a complete and 
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Mortised interspinous prop opening interspaces. (Courtesy Journal of Bone and Joint Surgery)". 


total recovery than is the patient who has 
his disk removed and is told that, if he has 
any further difficulty, his spine will be fused 
at that time. A patient does not recover as 
well from two operations at separate intervals, 
performed in the same area, as he does from 
a single operation, at which time a combined 


procedure is performed. 


+ 


Economically, a very great factor is involved. 
If the disk is removed at one time and 1!% 
fuse the 
total 


years later it is found necessary to 

spine, the patient has two periods of 

disability; two periods of partial disability; 

and, in all, loses twice as much time as he 

would if the disk is removed and the spine 

is fused at the same procedure. The post- 
operative care in our cases is essentially the 
same as that employed by surgeons who re- 
move the disk only. 

During the post-operative course, the patients are 
given liberal use of sedatives and narcotics for the 
first 3 to 4 days and are allowed in any position, 
felt that 
this motion is possible, in view of the excellent 


provided they remain recumbent. It is 


fixation obtained by the use of the proper graft used 


by both authors. 
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Fig. 8. Mortised transfacet bone block 


opening up 
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the intervertebral foramen. (Courtesy Journal of 


Bone and Joint Surgery)". 


Initially, all patients were kept recumbent for 21 
days following surgery and then allowed up to a 
cast or brace. Recently, we have been letting the 
patients up on the 7th day following operation, car- 
rying out the post-operative course as described 
The 
patient is in a better frame of mind due to this 


above, and the results appear to be the same. 
shortened period of bed rest. Patients are not al- 
lowed to do heavy work for 6 months following 
surgery, but may return to light activities from 
three to eight weeks after hospital discharge. 


COMPLICATIONS 

Two cases developed stitch abscesses which re- 
sponded well to antibiotics and did not, in any way, 
affect the results of the operation. Four cases had 
to be re-operated upon: 

1 case: Developed a ruptured disk higher up. 
1 case: Fell and fractured her spinal fusion 4 
years following surgery. 
1 case: Spondylolysis developed a pseudarthrosis 
post-operatively. 
1 case: Ruptured disk, pseudarthrosis developed 
post-operatively. 
Three of these patients have returned to their 
original occupations, and the fourth is too recent 


for follow-up. One patient died 6 weeks post-oper- 


atively at home from what was thought to be a pul- 


monary embolus. No autopsy was obtained. 


RESULTS 

The results were judged as follows: 

Poor: ‘Those patients who were nct improved or 
benefited by their operation. 

SATISFACTORY: Patients still complaining of some 
pain in back and legs, but have returned to pre- 
vious occupations. 

Goop: Patients returned to their previous occupa- 
tions and have only occasional discomfort and 
pain. 

EXCELLENT: Patients who have no pain and judge 
their own condition to be excellent. 

These results were obtained by personal interview 

and by sending a questionaire when the personal in- 


terview was not possible. 


RESULTS OF 76 
Follow Up: 
Longest 
Shortest 


SURGICAL CASES 
+ vears 
6 months 
Results: 
Excellent 41 or 
Good 27 or 
Satisfactory 
Poor 4+or 


ANALYSIS OF THE Poor RESULTS 
One case of a ruptured disk developed a pseudar- 
throsis; however, this patient is a severe hypochon- 


driac and alcoholic, and has since had four surgical 
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procedures on other parts of his body, such as eleva- 
tion of a kidney, gastrectomy, vagotomy and similar 
procedures. He has also been in a mental institution 
on one occasion. ‘This patient, undoubtedly, has a 
pseudarthrosis, but it is questionable whether his 
symptoms are a result of this condition. 

One patient was a 63 year old diabetic with a 
ruptured disk. She was not fused due to her age. 
Her complaints have been varied, and, although I 
am not sure that they are connected with the surgical 
procedure performed, I do not believe we greatly 
improved her by surgery. She has also been in a 
mental institution. 

One patient had an unstable back and is able to 
get about in a satisfactory fashion. Examination 
shows no evidence of failure of fusion; however, she 
states that she is unable to do night work, which was 
her previous occupation. Consequently, we have 
listed her case as a poor result. 

A second case of an unstable back had complaints 
referable to his head, extremities and abdomen. There 
We are 
not sure whether or not this is responsible for most 


is evidence that he has a pseudarthrosis. 


of his complaints, but we have ruled this case poor 


as he has not improved following surgery. 
The one factor all of these poor results have in 
common is an unstable type personality. 


CONCLUSIONS OR SUMMARY 
There are many causes of low back pain and 
sciatica. 
The above syndrome may arise from an acute 
back strain and may also result from a very 
serious mechanical weakness in the back. 
Conservative treatment should be given a thor- 
ough trial before surgical intervention. 
Surgical treatment should be directed at cor- 
recting the mechanical weakness by spinal 
fusion, in addition to removing the local pres- 
sure or disk that might be present, both pro- 
cedures to be performed at one operation. 
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INTRODUCTION 

The purpose of this paper is to illustrate the fact 
that there are many conditions involving internal 
organs that show various manifestations on the skin. 

In discussing this subject I cannot help but recall 
the teachings of Dr. Dudley C. Smith, now deceased. 
I well remember his expressions of disgust when 
someone would tell him that his job was easy because 
his patients would never die and would never get 
well. There was another old expression which used 
to annoy him, namely, that if sulphur or mercury 
could not cure a skin condition, it could not be cured. 
His comeback was always with this statement— 
‘Dermatology is a study of those diseases which in- 
volve the skin and its contents.’ The skin is not only 
a vital organ, but it is the largest organ in the body. 
Its weight is approximately three times that of the 
liver. Just as with any vital organ, if a certain per- 
centage of it is destroyed by either injury or disease, 
one cannot exist. 


SKIN MANIFESTATIONS IN DIABETES 

Diabetes mellitus** is one of the systemic diseases 
which is commonly accompanied by cutaneous mani- 
festations. Whereas most of the disorders associated 
with diabetes are not specific for that condition, they 
are more common in diabetics than they are in non- 
diabetics. Not infrequently the dermatosis is the 
presenting symptom of the diabetes. 

The disorders of the skin associated with diabetes 
are listed in Table I. They include infections—bac- 
terial and fungus—pruritus, xanthochromia, necro- 
biosis lipoidica, xanthoma diabeticorum, gangrene 
and Dupuytren’s contracture. 





*Consultant in Dermatology, U. S. 
Bethesda, Maryland. 

*Read before the annual meeting of The Medical So- 
ciety of Virginia, at Roanoke, October 18-21, 1953. 

**A, B. Kern, M.D.: “Cutaneous Manifestations of 
Diabetes Mellitus”, Rhode Island Med. J., 36: 198, April, 
1953. 
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TABLE I 
CUTANEOUS MANIFESTATIONS OF DIABETES MELLITUS 
I. Infections 
A. Bacterial 
B. Fungus 
II. Pruritus 
III. Xanthochromia 
IV. Necrobiosis Lipoidica Diabeticorum 
V. Xanthoma Diabeticorum 
VI. Gangrene 


VII. Dupuytrene’s Contracture 


In Table II are listed the various bacterial in- 
fections of the skin which may be secondary to dia- 


TABLE II 
CuTANEOUS MANIFESTATIONS OF DIABETES MELLITUS 
I. Infections: 
A. Bacterial 

. Furuncles 

. Carbuncles 

. Erysipelas 

. Erythema 

. Paronychia 

. Hidradenitis Suppurativa 


betes. Greenwood studied the skin of 500 diabetic 
patients and found an incidence of furuncles and 
carbuncles in seven per cent. Pyogenic infection for 
the diabetic presents a serious problem and early 
and thorough care is imperative. 
Fungus infections are common in the diabetic, as 
is illustrated in Table III. However, there is such 
TABLE III 
CUTANEOUS MANIFESTATIONS OF DIABETES MELLITUS 
I. Infections: 
B. Fungus 
1. Dermatophytosis 
2. Moniliasis 
(a) Paronychia 
(b) Erosio Interdigitale Blastomycetica 
(c) Perleche 
(d) Vulvovaginitis 
(e) Balanitis 
(f) Intertriginous Dermatitis 
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variation in the reported incidences for dermatophy- 
tosis in normal control groups that it is difficult to 
state whether the incidence in diabetics is actually 
The importance of 
The 
erosion and fissuring produced supplies a portal of 


greater than in non-diabetics. 
fungus infections of the feet bears stressing. 


entry for bacteria, with the possibility of resultant 
osteomyelitis or gangrene. 

Moniliasis, a fungus infection due to the yeast 
Candida albicans, is frequently associated with dia- 
betes. 

Itching is perhaps the most common cutaneous 
symptom of diabetes. It is present in at least 25 
per cent of cases. Itching may be generalized, but 
more often is localized as pruritus ani, vulvae or 
scroti. The skin of such patients usually shows just 
scratch marks, although in cases of long standing 
there may, in addition, be lichenification or thicken- 
ing. 

Xanthochromia is a yellowish discoloration of the 
skin, particularly noticeable on palms, soles and 
nasolabial folds. It is found in about nine per cent 
of diabetics and is due to disturbance in the ability 
to metabolize carotene. 

Necrobiosis lipoidica diabeticorum is characterized 
by vellow to red, round, oval or irregular, sclerotic 
plaques with glazed surfaces. Lesions may be single 
or multiple, occur predominantly in females, with the 
extremities, particularly the lower ones as the usual 
sites. There is no specific therapy for this condi- 
tion. Control of the diabetes does not bring about 
a return of the skin to normal. 

Xanthoma diabeticorum is characterized by the 
sudden appearance of multiple, frequently pruritic, 
small yellow to brown papules and nodules which 
may remain discrete or become confluent. There is 
predominant involvement of the extensor surfaces of 
the extremities and the buttocks. The condition 
tends to occur in severe diabetics and is the result 
of increased blood total lipid and cholesterol. On 
a diabetic diet and insulin there is prompt involution 
of the lesions. 

Gangrene is primarily a surgical rather than der- 
matologic problem. We wish now to simply point 
out that such gangrene is by no means limited to 
the lower extremities. In recent years there have 
been reports of its occurrence on the upper extremi- 
ties, nose, orbit, tongue, face, vulva and glans 


penis. 
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In regard to Dupuytren’s contracture, we wish to 
state only that a greater frequency has been noted 
among diabetics. 

Finally, it should be pointed out that a routine 
urinalysis is not sufficient to rule out diabetes. A 
fasting blood sugar will not always detect mild dia- 
betes. It is our routine to do a one hour p.c. blood 
sugar. Anything over 150 mg.% is indicative of a 
glucose tolerance test. It is to be noted that we 
have listed 19 skin conditions in which diabetes must 
be ruled out. 


SKIN MANIFESTATIONS OF CARCINOMA 
Except for those carcinomas arising primarily in 
the skin, the lesions in the skin are not clinically 
diagnostic. A metastases to the skin from an in- 
ternal organ can only be definitely diagnosed by 
pathological study. This will not only usually dis- 
close the type of malignancy, but will often disclose 


the site of its origin. 


TaBie IV 
METASTATIC CARCINOMA 
I. Metastases Reach Skin by: 
1. Direct Spread from Underlying Tumors, Such 
As Direct Extension Through Abdominal Wall 
from Carcinoma of Gall Bladder 
2. Direct Spread Through Lymphatics, e.g., Car- 
cinoma En Cuirasse 
3. Dissemination Through Lymphatics 
4. Dissemination Through Blood Stream 


II. Sites of Origin for Cutaneous Metastases 


Breast — 50% 
Stomach — 15-31% 
Lung — 12% 
Uterus — 9% 
Kidney — 9% 


III. Other Features: 


1. Cutaneous Metastases Relatively Rare, with 
Incidence Varying from 1 to 2.7 per cent 

2. Metastases Generally Confined to Region of 
Primary Growth, e.g., Carcinoma of Pelvic 
Organs When Metastasizing to Skin Usually 
Does So to Skin of Groin, Perianal and Pelvic 
Regions 

3. Some Tumors Have Predilection for Scalp, 

Namely 33 per cent of Carcinomas of Breast 

and 20 per cent of Others 

Metastasis Has No 


Clinical Appearance, Except in Cases of Car- 


4. Cutaneous Characteristic 
cinoma en Cuirasse. Usually Appear As Dis- 
crete, Asymptomatic Nodules. 

5. Histopathology Generally Approximates That 
of the Primary Growth 

6. Cutaneous Metastases Are Generally Indicative 
of Progression and Early Fatal Termination. 
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Table IV illustrates the routes by which under 
lying tumors reach the skin and shows the internal 
organs which more frequently metastesize to the skin, 
namely, the breasts, stomach, uterus and kidneys. 

Table IV likewise illustrates some other features 
of metastatic carcinoma. 


Lymphoblastoma includes the following diseases 
which are characterized by proliferation of lymphatic 
or reticuloendothelial tissue in the skin as well as 
in other organs of body: 

I. Mycosis Fungoides 
II. Leukemia Cutis 


III. Hodgkin's Disease 
IV. Lymphosarcoma 


Table V 


festations of the diseases. 


illustrates some of the cutaneous mani- 


TABLE V 
Cutaneous Manifestations: 
A. Specific or True Neoplastic Infiltrations 
B. Non-Specific or 


1. Pruritus 


Toxic Reactions 


2. Eczematoid, Psoriasiform, Urticarial, Erythema 
Multiforme-Like, 
Lesions 


Bullous and Pemphigoid 
Purpuric and Hemorrhagic Lesions 

Herpes Zoster and Herpes Simplex 

. Exfoliative Dermatitis 

. Stomatitis 

Pigmentation 


CNH WN + WwW 


Elephantiasis 


© 


. Alopecia 


Mycosis FUNGOIDES 
This term was applied to a disease which is pri- 
marily cutaneous because of the presence of mush- 
room-like tumors. The term is inaccurate, as pruri- 
tus and erythematous, scaling macules may exist for 
years before other manifestations appear. These are, 


the premycotic eczematoid infiltrative 


stage, as 
stage and the tumor stage. The condition may also 
first appear as an exfoliative dermatitis or may 
follow psoriasis-like conditions. Diversity of pre- 
senting stages is frequent, as any stage may be 
the first to become manifested. The tumor stage, 
whenever it appears, represents the terminal picture. 
The tumors may be pedunculated, flat, oval, round 
or of any configuration, and may be red to bluish-red 
in color. They tend to break down early and form 
deep ulcers with necrotic bases. Bullous types and 
alopecia have been described. While the disease is 


usually limited to the skin, any organ may be in- 
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volved and the lymph nodes are enlarged either lo- 
cally or generally. Victims of this disease usually 
survive about 5 years without treatment, but have 
been known to live for many years under proper 
therapy. 
LEUKEMIA CUTIS 

This condition is usually a manifestation of pri- 
mary hematopoeitic disease, but the skin lesions may 
appear before the blood changes become evident. 
Skin involvement may follow all three types of leu- 
kemia—lymphatic, myelogenous, and monocytic— 
and are seen in the acute, chronic or aleukemic 
phases of the disease. Lymphomatous nodules and 
tumors appear in the skin, subcutaneous tissues, and 
mucous membranes. Petechial and diffuse hemor- 
rhages, ulcerations, urticaria, generalized herpes zos- 
ter, herpes simplex, exfoliative dermatitis, erythro- 
derma and severe pruritus may be present at one 
time or another. When the skin is the first of the 
organs to manifest the disease, general dissemination 
may not follow for months or years. The most fre- 
quent location of these bluish-red or plum-colored 
nodules or tumors or infiltrations is on the face, then 
the extensor surface of the extremities, the breasts 


and the shoulders. 


HopGKIn’s DISEASE 

The most prevalent cutaneous manifestation of 
this disease is pruritus and excoriations. Urticaria, 
icterus, scarlatiniform eruptions, alopecia and hem- 
orrhages may be seen. Migratory generalized herpes 
zoster is more frequent with Hodgkin’s disease than 
with any of the other lymphoblastomas. Skin lesions 
may precede or accompany the characteristic lymph 


node enlargement. 


LYMPHOSARCOMA CUTIS 

This rare condition results from metastases from 
disease in other organs. It is mentioned only to 
complete the classification. 

While pointing out that varied skin lesions ac- 
company or precede nearly all of the above primary 
diseases, emphasis must be placed on the fact that 
such manifestations are not diagnostic in themselves. 
The final diagnosis must rest on the peripheral blood 
picture, bone marrow studies and skin biopsies. 


SKIN REACTIONS FROM Drucs USED IN 
TREATING INTERNAL DISORDERS 
Penicillin and the antibiotics cause by far the 
greater number of skin reactions at the present time. 
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This is in a large measure due to their wholesale 
use. Most of the reactions on the skin from the 
antibiotics belong in the urticaria group. However, 
this may grade itself from the urticaria reaction into 
the group of erythema multiforme and even purpura. 

In Table VI is listed a few of the drugs which 
have been known to cause definite reactions. How- 
ever, it should be pointed out that one may become 
sensitive to any drug. 


TABLE VI 


REACTIONS From Drucs Usep IN INTERNAL DISORDERS 


1. Penicillin and the Antibiotics 

2. Bromides, Iodides 

3. Barbiturates 

4. Thiopotassium Cyanate in High Blood Pressure 
5. Atabrine and Gold 

6. Butazolidin 

7. Any Drug 


METABOLIC AND ENDOCRINE DISORDERS 
This, of course, covers a wide variety of conditions 
but we will only discuss those as listed in Table VII. 
We mention impetigo herpetiformis (Table VIII) 
only because we have seen two cases. It is an ex- 


tremely rare condition fortunately. 


Tasce VII 
METABOLIC AND ENDOCRINE DISORDERS 
I. Impetigo Herpetiformis 
II. Acne (Cystic) 
III. Psoriasis 


Tasie VIII 
I. Impetigo Herpetiformis 
A. An Eruption During the Menstrual Period 
B. No Eruption During Pregnancy 
C. No Eruption During Suppression of Menses 
D. Cure Following Castration 


Unfortunately, the average physician does not pay 
sufficient attention to the adolescent child with acne. 
It is a widespread opinion at the present time among 
parents that acne should not be bothered with because 
it will get well anyway. This is often true, but not 
necessarily. It should be realized that the important 
thing is that we are dealing with young boys and 
girls who become very sensitive about their appear- 
ance. This frequently leads them into a series of 
vague complaints of various internal organs which 
often goes into a neurotic state. 

As shown in Table IX, acne can be very easily 
controlled on a simple routine which can be carried 
out by any physician. It is important to note that 


X-ray therapy is not a part of our procedure. It is 


VIRGINIA MepicaL MoNTHLY 





VoLUME 81, 


TaABLe IX 
II. Acne 

A. Diet 

B. Ultra Violet Ray 

C. Vitamin A (Aquasol) 

D. Kutapressin 
Ill. Psoriasis 

A. Kutapressin 
thought that once the cooperation of child and par- 
ents can be obtained that definite improvement will 
occur in 100% of the cases of acne, and particularly 
cystic acne. Our diet routine consists mainly of 
eliminating chocolate, its derivatives and excess fatty 
foods. We have been using Kutapressin, which is a 
valuable adjunct to acne therapy. We do not know 
too much about this drug except that it is made from 
liver extract and is a cutaneous vaso constrictor. 
Our 
usual dose is 2 cc. subcutaneously one to three times 
a week. Just as insulin in diabetes, Kutapressin is 
Just as a diabetic is 


We have seen no untoward reactions from it. 


not a cure, but a control. 
taught to give himself insulin, we have been able 
to teach either the parent or child to administer the 
Kutapressin. 

We have recently been doing some investigative 
work on the use of this drug in psoriasis. From our 
preliminary studies it is our opinion that it is a val- 
uable aid in control, but we have had no cures. We 
have now treated 27 cases by administering 2 cc. 
three times at week over a period of three months. 
Two of these cases have been women in which the 
drug was a definite failure. Both of these women 
were under considerable mental stress and strain. 
There has been one failure in a man. 
he was taught to give himself the drug and there is 


However, 


some question in our minds as to whether he went 
through the entire experiment. The other cases have 
had so much improvement that they refuse to discon- 
tinue the drug. 


SUMMARY 

A negative test for sugar in the urine and fasting 
blood will not rule out diabetes. 

>arents and doctors in general do not put suffi- 
cient emphasis on the management of acne. There 
is too much of an attitude of “Oh well, you'll out- 
grow it.” 

Kutapressin, which is a cutaneous vaso-constrictor, 
is of definite value in psoriasis; although no cures 
have been obtained, it does three things—(1) it 
causes the scales to disappear; (2) it stops itching; 
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ind (3) it prevents the formation of new lesions. 
The cutaneous lesions produced from lymphoma 
and mastitis carcinoma are not diagnostic except by 
pathology. 
DISCUSSION 
Dr. J. W. Love, Alexandria: 


the purpose of Dr. Barksdale’s paper is to illustrate the 


It is gratifying to know that 


dermal manifestations of diseases involving the internal 
organs, and he has ably presented this subject. The four 
disorders which he has mainly discussed, diabetes, the 
malignancies, and metabolic and drug disorders almost 
cover this field. 


betes, namely, pruritus, furuncles and carbuncles, fungus 


The various skin manifestations of dia- 


infections, xanthoma and necrobiosis lipoidica, he has 
I might add that necrobiosis is a form of 
Other 


tions of this disorder are seen in lipodystrophia follow- 


brought out. 
localized diabetic gangrene. dermal manifesta- 
ing the injection of insulin, and an occasional case of 
avitaminosis. 

I wish to mention a few of the other dermal manifesta- 
tions of some generalized disorders. There is fairly fre- 
quently a generalized pruritus prior to the erythroderma 
this 


Everyone, of course, recognizes the pigmentary disorders 


of luekemia and can be noted if kept in mind. 
occurring in pellagra. It has been noted that occasionally 
a vesicular eruption occurs in the palms in brucellosis. 

It is interesting to note that according to Moore a 
significant number of cases of false positive serological 
tests for syphilis later develop lupus erythematosus. A 
fair number of cases of endocarditis develop petechiae, 
as also bluish spots and splinter hemorrhages in the nail 
beds. 

Mycosis fungoides frequently presents bazaar examples, 
namely, eczematous eruptions, whorls, plaques, etc., and, 
although these skin manifestations may be cleared by 
X-ray, they will return, for it is a generalized and uni- 
formly fatal disease. 
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Periateritis nodosa has as its most characteristic skin 


manifestation crops of pea to walnut-size nodules lo- 
cated in the subcutaneous tissue, which are painless and 
non-itching, and these occur in 25% of the cases according 


to Ketron. 


Herpes gestationalis is a form of dermatitis herpeti- 
formis which occurs in pregnancy and is thought to be 
of endocrine origin. Two other disorders of generalized 
nature, namely, Felty’s syndrome and sarcoidosis, have 
dermal The former is felt to be adult 


Still’s disease with a chronic deforming arthritis, spleno- 


manifestations. 
megaly, leukopenia, lymphadenopathy and frequently a 
yellowish tint to the skin. Sarcoidosis involves the skin, 
the eye, the lungs and the bones. The nodules frequently 
the cheek. 


volute and tend to spread in a raised ring at the margin. 


appear on They do not break down or in- 


Haemochromatosis shows a pigmentation similar to 
that in Addison's disease except the mucous membranes 
are not involved. Infectious mononucleosis has fairly 
frequently a fifth-day roseola—a maculo-papular eruption 
which is not pruritic. 

Chronic discoid erythematosus, which is a generalized 
disease involving the kidneys, vascular tissues, and skin, 
occasionally shows a very interesting manifestation other 
than the butterfly lesions of the cheek, namely, a bluish- 
red discoloration of the lips which is covered with fine 
silvery scales, the so-called “peeling cellodian” lips. 
and 


palms occurring in gonorrhea, namely, keratosis blen- 


It should be noted that the lesions of the soles 

norrhagica have disappeared apparently due to the use 

of penicillin. 
Finally, I should 


Kutapressin in acne and psoriasis have not been con- 


like to add that our results with 
sistent. Some cases responded very well and others have 
failed entirely, but I feel this drug may be a useful ad 


junct in some disorders. 


Assembly Exhibits 


It becomes more apparent every day that the First Interstate Scientific Assembly 


(Annual Meeting), to be held in Washington, October 31-November 3, will be a record 


shattering event. 


tific exhibits—an all-time high. 


Be sure to visit these exhibits—not once but several times. 


worthwhile. 


For example, the Assembly will attract 85 commercial and 40 scien- 


You will find them most 
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TUMORS OF THE SALIVARY GLANDS 
A Clinicopathologic Study of 100 Cases 


JouHn L. THornton, M.D., 
Gorpon R. HENNIGAR, M.D., 


and 


SAUL Kay, M.D., 
Departments of Pathologic Anatomy and Surgical Pathology, Medical College of Virginia, 
Richmond, Virginia. 


In the past twelve years, a number of excellent 
studies on tumors of the salivary glands with par- 
ticular reference to correlation of the clinical with 
the pathological features have appeared in the liter- 
ature.)3.4,5,67,8,9 The most recent thorough investi- 
gation along this line is that of Rawson, Howard, 
Royster, and Horn.* During the last decade special 
attention has been given to some of the more rarely 
encountered types of tumors, namely, papillary 
cystadenoma, adenolymphoma, mucoepidermoid tu- 
mor, and hypernephroid or acinic cell tumor. The 
classification of tumors of the salivary glands, like 
most classifications of disease states, has not reached 
the point of general agreement. The classification 
used in this report is similar to that of Bauer and 
Bauer!’ (see Table 1). As the mixed tumor of the 
salivary gland constitutes the most frequently en- 
countered type, it would seem especially important 
to determine the frequency of the development of 
malignancy in this tumor and compare the course of 
the disease with those cases which have carcinoma at 
the onset. Recurrence rates will often vary with 
different series and may depend, at last somewhat, 
on the type of operative procedure employed at the 
center from which the report emanates. It seems al- 
most compulsory that a follow-up be established in 
order to properly evaluate the behavior of these neo- 
plasms. As many of the tumors, particularly mixed 
tumors, are slow growing and bring the patient to the 
physician two to twenty years after the onset, in addi- 
tion to the fact that recurrences appear one to twenty 
years after operation, long term observation of such 
patients is extremely difficult. Hence, a report 
dealing with this follow-up data would seem to be 
justifiably recorded alongside similar analyses from 
other medical centers. Of the one hundred clinical 
studied in this 
adequate follow-up material on forty-six patients. 


records communication, we have 


The purpose of this report, then, is to: (1) set forth 


~ *Read at the annual meeting of The Medical Society 
of Virginia in Roanoke, October 18-21, 1953. 


our classification, (2) clinically and morphologically 
characterize the various tumors, and (3) state the 
recurrence rates of these tumors. 


MIxeD TUMOR 

Sixty-five mixed tumors were studied and this 
incidence of two-thirds of all neoplasms in all of 
the sites where salivary-gland-type tumors occur is 
in agreement with the series of Rawson, Howard, 
Royster, and Horn®, Various published reports 
place the incidence from sixty to seventy-five per 
cent. The parotid gland is the commonest site for 
the development of the mixed tumor (Table 1). Fifty 
of the sixty-five tumors occurred in the female sex. 
The 
youngest patient was nine and the oldest seventy- 
The average duration of the 


The average age of onset was thirty-six years. 


two years of age. 
tumor before seeking medical advice was four vears 
and the commonest complaint was a gradually grow- 
ing painless nodule or enlargement of the gland. 
Pain occurred in only two cases and this was late 
in the course of the disease. 

Grossly, the tumors varied in size with an average 
of 4x3x2 cm. Encapsulation and lobulation were 
constant features. On section they presented a 
white to grey color with a firm consistency. No 
hemorrhage, cyst formation or calcification was seen 
in the smaller tumors. Microscopically these tumors 
were characterized by their pleomorphism. The one 
constant finding was that of the well formed duct. 
These ducts contain two layers of cells (Fig. 1). 
The inner layer is of epithelial origin and the outer 
layer is thought by some to be of myoepithelial origin, 
although others hold them to be basal epithelial cells. 
Either or both of these cell layers may predominate. 
The stroma of these tumors varies greatly even in 
the same tumor. It may be highly cellular and 
spindly, loose and myxomatous, hyalinized, or con- 
tain cartilage and, rarely, even bone. Squamous 
and sebaceous gland metaplasia were seen in the 


epithelial elements. Islands of onkocytes were oc- 
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TABLE 1 
Sub- Sub- Palate Lip Mouth Tongue 
Tumor Total Parotid maxillary lingual 
Benign 
Mixed tumor 5 — 53 4 0 6 1 1 0 
Acinic cell adenoma - 0 0 0 0 0 0 0 0 
Papillary cystadenoma 1 1 0 0 0 0 0 0 
Papillary cystadenoma 
lymphomatosum 4 qd 0 0 0 0 0 0 
Adenolymphoma 2 2 0 0 0 0 0 0 
Onkocytic adenoma 2 1 0 0 1 0 0 0 
Total 74+ 61 + 0 7 1 1 0 
Malignant 
Adenocarcinoma 
—differentiated 13 6 + 1 1 0 0 1 
—undifferentiated a 3 1 0 0 0 0 0 
—cylindroma type 5 2 2 0 1 0 0 0 
Papillary cystadeno-carcinoma 1 1 0 0 0 0 0 0 
Mucoepidermoid tumor 2 1 0 0 1 0 0 0 
Acinic cell carcinoma 1 1 0 0 0 0 0 0 
Total 26 1+ 7 1 3 0 0 1 
TOTAL 100 75 11 1 10 1 1 1 


casionally found. The histologic picture of the 
tumor seemed to have no bearing on the clinical 
course. Reappearance of the tumor after excision 
occurred in four cases. All could be laid to inade- 
quate initial excision. One tumor recurred three 
times. In all instances the recurrence had an iden- 
tical histologic picture to that of the original 
tumor. Carcinoma was found to develop in two 





Fig. 1. Mixed Tumor. Note the well-formed ducts. with two 
cell layers and the loose myxomatous stroma. X200 








mixed tumors. Both of these instances were in 
tumors of longstanding asymptomatic duration which 
suddenly began to grow rapidly. Histologically they 
were characterized by a picture of undifferentiated 
carcinoma with scattered regions of what appeared 
to be mixed tumor. 


PAPILLARY CySTADENOMA 

This is a rare benign salivary gland tumor of 
which we had two examples. It tends to be mul- 
tiple. Grossly, it is encapsulated and cystic. Mi- 
croscopically it is composed of vascular stalks, lined 
by columnar epithelium and mucus secreting cells, 
and projecting into cystic spaces. There is a marked 
tendency to recurrence and each recurrence is histo- 
logically less differentiated than its predecessors. De- 
velopment of papillary cystadenocarcinoma is all too 


frequent. We had one such case in this series. 


Acinic CELL ADENOMA 
We had no examples of this very rare tumor, as 
described by Godwin and Colvin". The tumor is 
composed of clear cells in acinar arrangement and 
without the presence of ducts. It is presumed to have 
its origin in the secretory acini of the glands. 


PAPILLARY CyYSTADENOMA LYMPHOMATOSUM 
This tumor, frequently designated Warthin’s tumor, 
has received much attention in the recent literature. 
















It is the present consensus of opinion that it has its 
origin in the salivary gland ducts and that the dense 
lymphocytic stroma comes from the parotid lymphoid 
stroma. All of our four cases were in males and all 
were in the superficial lobe of the parotid. One case 
was bilateral and one was multicentric in the same 
lobe. Grossly they were characterized by their en- 
capsulation and cystic structure on cross section. 
Microscopically a very typical picture presents (Fig. 


2). There are papillary projections into cystic spaces. 





Papillary Cystadenoma Lymphomatosum. Papillary 
processes covered by tall columnar cells projecting into 
cystic spaces. Dense lymphocytic stroma. X 200 


Fig. 2. 


These projections are lined by tall eosinophilic col- 
umnar epithelium and there is a dense lymphocytic 
stroma with an occasional germinal center. 


ADENOLYPHOMA 

We had two examples of this rare, benign tumor 
which is recently being recognized with increasing 
frequency”. These tumors are regarded as benign. 
They are well encapsulated. Histologically they are 
identical to Mikulicz’s disease’. There is prolifera- 
tion of ductal cells and a dense lymphocytic stroma. 
Sebaceous gland metaplasia was noted in one of our 
cases (Fig. 3). 

OnkocTic ADENOMA 

Onkocytes, large cells with eosinophilic granular 
cystoplasm, are found in the salivary glands of many 
elderly people.* We found nests of these cells in 
two of our mixed tumors. In addition, we had two 
well circumscribed tumors composed entirely of these 
cells. Malignant change has been described. 
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CARCINOMA 

We have subdivided carcinoma of the salivary 
glands into the following classifications; adenocar- 
cinoma, differentiated, undifferentiated, and cylin- 
droma types; papillary cystadenocarcinoma; muco- 
epidermoid tumor; and acinic cell carcinoma. ‘Twen- 
ty-six of our one hundred cases were diagnosed as 
malignant. This means that one out of four salivary 
gland tumors will behave in a malignant fashion. 
This coincides with the study of Rawson, Howard 





Fig. 3. Adenolymphoma. Dense lymphocytic stroma contain- 
ing nests of proliferating ducts. X 200. 


Royster, and Horn®, in which 44 out of 152 tumors 
were malignant but is somewhat greater than the 
figures of Bauer and Bauer,'® in whose series only 
17 out of 143 tumors were considered to be malignant. 
On the whole, the malignant tumors occurred in older 
individuals, the average age being 52 years, and were 
of shorter duration, the average being 2 vears. Rapid 
growth was noted in 12 cases and pain was a prom- 
inent feature of 6. Predilection for the parotid 
gland was not so prominent as in the case of the 
mixed tumor. Fourteen of the twenty-six malignant 
Grossly, 
the tumors were characterized by their lack of en- 


tumors were found in the parotid gland. 


capsulation, firmness, and infiltrative nature. Gross 
involvement of the facial nerve was noted in 6 of 
the 14 parotid tumors and facial paralysis was 
present in 2. The distinguishing features of our 
various classifications of salivary gland carcinoma 
will be considered individually. 
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ADENOCARCINOMA 
Twenty-two of our twenty-six malignant tumors 
were Classified as adenocarcinoma. Four were undif- 
ferentiated and 13 were in various degrees of differ- 
entiation. Five were of the cylindroma type. 
Differentiated: 


malignant epithelial cells with a tendency to form 


These tumors were composed 


ducts. Mucus secretion was observed in the more 


differentiated tumors. Local invasion was a feature 
of eight cases. Two metastasized to regional lvmph 
nodes and metastases were noted to the brain in one 
and to the lungs in two. Recurrence has been found 
in six out of seven cases with adequate follow-up. 
Six patients have died of their tumor. 
Undifferentiated: 
by sheets of undifferentiated cells with numerous and 


These tumors are characterized 


se mitctic figures (Fig. 4). Usually — 


7. 
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Fig. 4. Undifferentiated Carcinoma. shied of undifferentiated 
tumor cells in alveolar pattern. X200 


of more differentiated adenocarcinoma can be found 
coexisting. Two cases can be shown to have arisen 
in pre-existing mixed tumor. This corresponds to 
the usual quotation of malignancy developing in two 
per cent of mixed tumors.® Recurrence has been 
noted in two out of three cases adequately followed. 
Metastases were to the regional nodes in one case 
and to the skull in one case. Tumor death has 
occurred in two patients. 

Cylindroma; This distinctive tumor is composed 
of cylindroid cords of cells containing a basophilic 
mucoid material. They have a strong tendency to 


invade the perineural lymphatics (Fig. 5) and pain 
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is frequently an early symptom. This could be dem- 
onstrated histologically in three of our five cases. 
Two out of three adequately followed cases have 
shown recurrence. Local invasion was noted in one 
case and one patient died with metastases to the 
lung and kidney. This tumor has shown a moderate 
degree of radiosensitivity.'* This is a sharp contrast 
to the other forms of adenocarcinoma which are 


quite radio-resistant. 


PAPILLARY CYSTADENOCARCINOMA 
Papillary cystadenocarcinoma is the malignant 
variant of papillary cystadenoma. The histologic 
picture shows considerable similarity with the ex- 
ception of the obvious malignant character of the 
epithelial cells lining the papillary projections. The 


tumor is locally invasive. Our one case was origin- 





Fig. 5. 
pattern, stringy mucus, and invasion of perineural lympha- 
tics. X200 


Adenocarcinoma, Cylindroma Type. Note the cylindroid 
ally diagnosed a benign papillary cystadenoma. 
The tumor recurred four times. Each recurrence 
was characterized by a more malignant histologic 
At the 
invasion deep behind the mandible. 


picture (Fig. 6). last operation there was 
No metasteses 
were found. The tumor is moderately radiosensitive 


but not radio-curative.® 


AcINIc CELL CARCINOMA 


The malignant variant of acinic cell adenoma, 
the acinic cell carcinoma, is an extremely rare form 
is hard and 


of salivary gland cancer. Grossly, 


infiltrative. Microscopically, it is characterized 
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Papillary Cystadenocarcinoma. Vascular papillary pro- 
cesses of malignant epithelial cells projecting into cystic 
spaces. X 200. 


Fig. 6. 


pale staining secretory epithelial cells with marked 
resemblance to the cell of the salivary gland acini 
(Fig. 7). 


These cells tend to form an acinic pat- 
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Fig. 7. Acinic Cell Carcinoma. Malignant secretory epithelial 
cells tending to form acinic pattern. Note the absence of 
ducts. X200 


tern. No ducts are seen. In our one case, at the 
time of original operation there was invasion of the 
facial nerve. Reappearance of the tumor was noted 
two years later and metastases appeared in the re- 


gional lymph nodes. 
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MUCOEPIDERMOID TUMOR 
Stewart, Foote, and Becker described the muco- 
epidermoid tumor as comprising ten per cent of all 
salivary gland tumors.!° We had two cases in our 
series. Although benign forms have been described, 
both of the cases in this study are regarded as 
Local recurrences were noted in both 


The tumors are 


malignant. 
cases and one patient has died. 
characterized by sheets of malignant epidermoid cells 
imbedded in which are many large pale staining 


mucus-producing cells (Fig. 8). 





Fig. 8. Mucoepidermoid Carcinoma. Tumor composed of ma- 
lignant epidermoid cells intermixed with 
mucus-secreting cells. The necrotic keratin is « 


large, clear, 
vident, X40). 
‘THERAPY 

We feel very strongly that, as in the breast and 
thyroid, any solitary nodule in a salivary gland 
deserves biopsy and histologic study. In the case 
of smaller nodules where technical difficulties are 
not encountered, this biopsy should be excisional in 
nature. Since the majority of salivary gland tumors 
are radio-resistant, and since radiation distorts the 
histologic picture and makes surgery technically more 
difficult, the tumors should not be given radio- 
therapy prior to establishing a diagnosis. If the 
tumor is benign it should be excised together with 
a rim of normal tissue. If it is malignant a radical 
excision of the gland must be done. Fear of injury 
to the facial nerve should not deter surgery since, 
if the lesion is benign, it frequently can be removed 
without serious damage to the nerve, and, if it is 
malignant, it will invade and destroy the nerve and 
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eventually kill the patient. If the nerve must be Clinic-Pathologic Study of 160 Cases, Cancer, 
3: 445, 1950. 

7. Hendrick, J. W., Ward, G. E., and Lacy, M. M.: 
Salivary Tissue Neoplasms, Am. J. Surg., 81: 373, 
1951. 

8. Kirklin, J. W., McDonald, J. R., Harrington, S. W., 
and New, G. B.: Parotid Tumors—Histopathology, 


sacrificed, plastic procedures and nerve anatomoses 
have proved quite successful. 


SUMMARY 


1. 100 cases of glandular tumors of the salivary 


glands have been reviewed and a classification pre- Clinical Behavior, and End Results, Surg., Gynec. 
sented. and Obst., 92: 721, 1951. 
2. The various classifications of tumors have been 9. Anderson, R.: Tumors of the Parotid Gland, Clev. 


Clin. Quart., 19: 127, 1952. 


0. Bauer, W. H., and Bauer, J. D.: Classification of 
Glandular Tumors of the Salivary Glands—Study 
of 143 Cases, A.M.A. Arch. Path., 55: 328, 1953. 


characterized clinically and morphologically. 


3. Comments on therapy have been made. 
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CARDIAC ARREST, REPORT OF A CASE WITH 
COMPLETE RECOVERY 


JouHn E. ALEXANDER, M.D.,* 


Arlington, Virginia 
and 


Rospert L. Coutter, M.D.** 
Waterloo, New York 


We are reporting this case of actual cardiac arrest 
observed during the performance of a routine opera- 
tion for the removal of a pilonidal cyst. It is our 
feeling that this case is worthwhile reporting because 
of the excellent result obtained which we feel should 
be a definite encouragement and a strong argument 
in favor of rapidity of decision once the diagnosis is 
established and also to elaborate on the clinical 
course injecting a note of optimism in the presence 
of much pessimism profferred by our consultants. 
In addition we stress the point that reported cases 
of cardiac arrest with recovery should contain a 
complete and final survey and evaluation. 

While operating on a twenty-three year old, pre- 
viously healthy, white male for a pilonidal cyst, 
under spinal anesthesia (10 mgm. pontocaine) in the 
Buie position, it was noted that the operative wound 
ceased to bleed and the patient became moderately 
cyanotic. Examinations established the diagnosis 
of cardiac arrest. The patient was immediately 
turned to the supine position and one of us performed 
a thoracotomy through the fourth intercostal space 
and instituted cardiac massage while the other simul- 
taneously severed the fourth, fifth and sixth costal 
cartilages. During this procedure the anesthetist 
had previously inserted an intratracheal tube and 
When the rib 
retractor was inserted it was noted by both of us, 


began “‘bag breathing” the patient. 


by visual inspection and palpation, that the heart 
was in a state of standstill. One of us continued 
cardiac massage while the other did a radial artery 
cut down and began intra-arterial transfusion of 
whole blood. After about ten minutes from the time 
the diagnosis was made, a normal cardiac rhythm 
had been re-established. During this time the pa- 
tient received approximately 500 cc.s of whole blood 
and an intravenous cutdown was done on the right 
lower leg. The patient was then returned to the 
shock ward. 

*Formerly, Chief Surgical Service, Chief Plastic Surg- 
ery Section. 

** Asst. Chief General Surgery Section, U.S.A.F. Samp- 
son Hospital, A.F.B., N. Y. 


Upon returning to the shock ward the following 
were the clinical findings: the patient was completely 
unconscious; breathing was stertorous and labored; 
all four extremities were flaccid; and both pupils 
were widely dilated. Supportive therapy was con- 
tinued and a tracheotomy carried out, while the in- 
tratracheal tube was still in position. It was esti- 
mated that spontaneous respiration was established 
approximately one hour after diagnosis was made. 
The Cardiologist gave an opinion by clinical exam- 
ination and electrocardiography that the heart was 
functioning as though it had not suffered from 
anoxia and continued to give an excellent cardio- 
vascular prognosis. The Neurosurgeon and Neurolo- 
gist both concurred in the opinion that there was 
midbrain damage and that recovery was unlikely 
and that if recovery did occur the patient would be 
a “vegetable”. The internist consultant added little 
to our findings except to state that he was, from an 
overall point of view, optimistic. 

The patient was minutely observed by both of us 
during the entire day and his course was about as 
follows: during the first twenty-four hour period 
the patient remained in a comatose state during 
which time he showed no movement of the extremi- 
ties or any response to external stimuli. It was 
noted throughout the course that the patient’s blood 
pressure reached a mean of 190/100 which one of 
us (JEA) has observed to follow intra-arterial trans- 
fusion. The maximum body temperature reached 
was 104.4°, 
four hour period he began to show voluntary move- 
At this 
time it was observed that the patient had no vision. 


At the beginning of the next twenty- 
ments and some response to painful stimuli. 


After a lapse of approximately four hours both 
of us re-examined the patient and it was noted that 
the sensorium had improved to the extent that the 
patient could repeat his own name and recognize 
At this 
time the patient moved all extremities in response 


his wife by her voice but still could not see. 


to command. 
After an interval of approximately three hours 
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more it was noted that, in addition to all other 
improvements, the patient identified fingers before 
his eves. The clinical findings at this time revealed 
the fact that hypertension persisted; gross hema- 
turia was noted as well as an alkalosis (CO.—74 
(R) and the 


It was noted that the patient 


vol. “¢); the temperature was 100.2 
pulse rate 100. 
voluntarily began to take fluids. 

Following the clinical correction of the above 
mentioned physiologic abnormalities, his body econ- 
omy returned to normal and he made a very rapid 
progressive recovery of all motor and sensory modali- 
ties. 

Two weeks postoperatively subjective examination 
revealed that the patient was completely oriented. 
Noteworthy is the fact that the patient experienced 
At the time of 
final complete evaluation, the patient was found 


a complete amnesia until this time. 


completely normal in every respect and the findings 


¢ 


f each consultant and laboratory reports are listed 


Breathing Exercises Aid to Stop Smoking. 

Exercises which teach heavy smokers proper 
breathing when not smoking may help them stop 
smoking, according to Dr. William Kaufman, 
Bridgeport, Conn. 

‘Many heavy smokers find it impossible to give 
up smoking for more than a day or so, even though 
they realize that smoking causes their unpleasant 
or even alarming cardiovascular and bronchopul- 
monary symptoms,” Dr. Kaufman wrote in the May 
22nd Journal of the American Medical Association. 
“The patient may insist that, despite his tobacco- 
induced symptoms, the only time he feels emotionally 
relaxed and comfortable is when he is smoking.” 

Dr. Kaufman said he found the reason heavy 
smokers feel uneasy when they try to give up smok- 
ing is that they do not breathe properly when they are 
not smoking. Instead of proper steady, deep breaths, 
heavy smokers take short breaths when not smok- 
This 


breathlessness and pressure on the chest, and may 


ing. results in an uncomfortable sense of 


cause the individual to become uneasy, restless, tense, 


tired and anxious. 
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below. At approximately five (5) weeks postopera- 


The EEG 
Complete chest x-ray including fluoro- 


tive, the electrocardiogram was normal. 
was normal. 
scopic revealed slight flattening in the left of the 
diaphragm and evidence of pleural thickening in the 
region of the left costophrenic space, otherwise not 
remarkable. Psychometric test revealed no evidence 


of deterioration of intellectual function. He was 
found to be above average intellectually and there 
Medical 


Eye con- 


was no evidence of a personality change. 
consultation revealed a normal individual. 
sultation revealed normal findings. Our personal 
observation revealed a well healed cicatrix eight (8) 
inches long at the 4th intercostal space; a well healed 
pilonidal operative scar; a well healed tracheotomy 
scar; a re-established radial pulse below the site of 
the intra-arterial transfusion; and a vigorous, robust 
young individual, apparently none the worse for the 
experience. 


3103 Tenth St., N., 


“As a result of these observations, it occurred to 
me that with breathing exercises, the heavy smoker 
might learn to breathe normally even when he was 
not smoking,’ Dr. Kaufman stated. “This would 
make it much easier for him to break himself of the 
tobacco habit. 

“T have prescribed breathing exercises in which 
the patient is taught to breathe out and then in 
properly 16 times a minute. By practicing these 
breathing exercises for five minutes eight to ten 
times a day for a month the patient gradually 
regains his ability to breathe in a manner that by 
inspection approximates normal pulmonary ventila- 
tion even when not smoking. 

“Once a heavy smoker has acquired the habit 
of breathing properly, he can feel relaxed and com- 
fortable when not smoking. After such preliminary 
training, 15 heavy smokers (each smoked over 50 
cigarettes a day) found it possible to stop smoking 
without experiencing undue difficulty. Each of these 
patients had tried repeatedly before to give up 


smoking permanently, but without success.” 
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THE CLINICAL USE OF NALLINE ® AS A 
NARCOTIC ANTAGONIST* 


Haroitp F. CuHask, M.D., 


Professor of Anesthesiology, University of Virginia, School of Medical 
Charlottesville, Virginia. 


It is well to call to the attention of all physicians 
the availability of nalline ®, n-allylnormorphine, 
as a specific antagonist of the effects of narcotic over- 
dosage. Heretofore, it has been necessary to resort 
to repeated doses of the pharmacologic stimulants; 
caffeine, metrazol, or coramine, or to physical stim- 
ulus in combating the respiratory and central de- 
pressant effocts of overdoses of morphine and its 
relatives. Nalline ® is a drug which every prac- 
titioner should have available in his emergency kit, 
though he may expect to have occasion to use it 
only infrequently. 

The drug is available in ampoules of two ccs. in 
a concentration of 5 mg./cc. It appears to have 
a specific competitive blocking action at the site of 
action of morphine, its derivatives and synthetic anal- 
gesic substitutes for morphine. It is effective in 
increasing the respiratory rate and minute volumes 
after overdoses of morphine, dilaudid, dromoran 
®, demerol ®, methadone ®, or dolophine ®, and 
nisentyl ®. 

In addition to relief of respiratory depression, the 
fall in blood pressure, decrease in pulse rate, and 
loss of superficial and deep reflexes resulting from 
narcotic overdose are alleviated by sufficient doses 
of Nalline ®. 
ing is reverted from that of sleep to one of wakeful- 
1 


The electroencephalographic trac- 


ness. 

Two instances from our own experience will serve 
to illustrate the usefulness of the drug. Mr. F. was 
a chronic pulmonary invalid for whom 0.5 mgm. of 
dilaudid was ordered as premedication for closure of 
a bronchopleural fistula (usual dose 1.5 mgm.) By 
inadvertance he received 5.0 mgm. at 12 noon, which 
error was noted immediately. At 1 P. M. his respira- 
tions were nine per minute and Cheyne-Stokes in char- 
acter. He was cyanotic and drowsy. Five minutes after 
receiving 2.5 mgm. of nalline ® intravenously, res- 
piratory rate increased to 28 per minute and his color 
improved. Blood pressure which had risen from 
100/80 to 140/90 as a result of the respiratory 
acidosis from diminished veniliatory volume reverted 


_*Presented before the Albemarle County Medical So- 
ciety, December 3, 1953. 








to normal. Signs of central depression did not 
recede with this dose. 

Three hours later the signs recurred. Two 2.5 
mgm. doses of nalline ® given ten minutes apart 
again reverted respiratory rate and rhythm, color and 
blood pressure to normal and roused Mr. F. so that 
he responded to his name. 

Twice, at later times, Mr. F. returned for further 
surgery. On one occasion an average dose of dro- 
moran, 2.5 mgm. given for post-operative pain, pro- 
duced severe depression in this emaciated invalid. 
Again 2.5 mgm. if nalline ® intranvenously reversed 
the trend of the respiratory and central nervous 
system depressive signs after 0.5 gms. of caffeine had 
had only transient effect. On the third occasion, he 
was admitted on another service. 100 mgm. of 
demerol given post-operatively reduced respirations 
to the point where artificial respiration was required. 
After two hours of artificial respiration nalline & 
was found and 5 mgm. restored spontaneous respira- 
tions. 

The second illustration is a not uncommon situa- 
tion which faces doctors in practice. G. W. was a 
three year old girl who had consumed abcut one 
and one half ounces of dolophine ® cough syrup 
containing 10 mgm. of dolophine (methadon) to the 
ounce. This quantity was sufficient to make her 
very sleepy and somewhat ataxic on admission to 
the outpatient clinic. In the course of the next hour 
she became increasingly somnolent and was roused 
with difficulty. 
cutaneously roused her from her lethargy. 


1.25 mgm. of “nalline” given sub- 
A second 
dose was given one half hour later to maintain the 
effects of the first. Two hours later she was dis- 
charged to the care of her mother who reported in 
the outpatient clinic the next morning that no fur- 
ther depression occurred. 

Although early reports showed no effect of n’allyl- 
normorphine as an antidote to depression from bar- 
biturates, ether and other anesthetic agents, a recent 
report? suggests that maximal doses of 40 to 45 
mgm. may have a stimulatory effect on the respirator) 


center depressed by barbiturates. This report sug- 
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gests that the drug may have some direct stimulant 
effect on the depressed respiratory center in addition 
to its blocking action for morphine and morphine 
substitutes. 

A further use for “nalline” 
preventing and treating asphyxia neonatorum*—given 


has been found in 
to the mother in 10 mgm. doses intravenously ten 
minutes before the anticipated time of delivery, it 
reduced the incidence of difficult resuscitations. 0.5 
to 2.5 mgm. given intramuscularly or into the um- 
bilical vein of the newborn acted as a respiratory 
stimulant.* 

Finally it has been shown that in morphine ad- 
dicts average doses of ‘“‘nalline” given intravenously 
will precipitate a train of withdrawal symptoms of 
yawning, lacrimation, rhinorrhea, goose flesh, rest- 
lessness, and gastro-intestinal distress. It is con- 
ceivable that this drug might be of use in differen- 
tiating the addict malingerer from the true sufferer 
from gall bladder and renal colic. 

In the usual therapeutic doses of from 5 to 40 
mgms., ‘“‘nalline’” has been shown to have no effect 
on the character of respiration or the sensorium of 
normal individuals. In larger doses in post addicts,° 
it has been shown to produce dysphoria, pseudoptosis, 


lethargy, mild drowsiness and sweating. 


Urges Children Be Taught to Be Right- 

Handed. 

Children should be encouraged to be right-handed 
when they are about one year of age, a medical 
consultant wrote in the May 22nd Journal of the 
American Medical Association. 

“The infant has no definite sidedness, either left 
or right; he is ambilateral, not ambidextrous, and 
both sides are inept,” he stated. “A one-sided pat- 
tern begins to emerge at about 18 months and con- 
tinues to develop for many years as one-sided skills 
are learned. 

“Since our culture (customs, tools, etc.) is right- 
sided, the child should be encouraged to right-sided- 
ness from the very beginning. According to this 
view, it is wrong to let the child choose for himself, 
as there is a 50 per cent chance that he may acci- 


dentally select the wrong side. However, this en- 
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SUMMARY 
There is available now a new and extremely use- 
ful therapeutic tool for managing narcotic depres- 
sions. ‘“Nalline”’ is a drug which every doctor should 
have available for use in emergencies. 
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couragement must be done patiently and kindly, 
not forcefully. Otherwise, negativism is excited in 
the child that may in itself lead to left-handedness 


and other personality difficulties. 


“Similarly, contrariness due to other factors may 
Once the 


pattern is habituated for certain activities, it be- 


also express itself in left-handedness. 


comes more or less ingrained. However, sidedness 
is not always uniform and mixed laterality for dif- 


ferent activities is not uncommon. 


“Each activities offers an 


opportunity for right-sided training, especially for 


introduction of new 
significant activities, e.g., writing at the beginning 
of school. Retraining done kindly and patiently 
is always possible in children (in school for writ- 
ing) and even later (as in the war injured), and 


no ill-effects may be anticipated.” 
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MENTAL HEALTH 


JosepH E. 


=. BARRETT, M.D. 


Commissioner, Department Mental Hygiene and Hospitals 


Prevention and Treatment of the Asocial 
and Antisocial Child* 


At the end of the last century, Lombrose’s book on 
the born delinquent made history and impressed psy- 
chiatrist, who satisfied with classifying and diag- 
nosing their psychotic patients, would look for phys- 
ical marks of degeneration. The psychological 
approach later inaugurated by Bleuler and the psy- 
chodynamics introduced by Freud and his disciples, 
revealed the patient’s inner experiences to the student 
of the psychology of behavior disorders. From now 
on the road was open to an understanding of the 
patient’s peculiar behavior and its inner motivations, 
as well as to an insight into the reason why certain 
apparently insignificant events could arouse what 
seemed excessive reactions in the mentally or emo- 
tionally disturbed. The idea of psychic trauma was 
reborn. Mental or emotional disturbances, it was 
found, might not be due necessarily to heredity fac- 
tors. They might have their source in post-natal 
events, so overwhelming that they could not be coped 
with adequately. Early and accumulated hurts or 
deprivations denying the patient-victim of an oppor- 
tunity for recuperation between traumatic events 
have proven to be particularly injurious. With such 
knowledge in mind, the causes for mental or emo- 
tional disturbances were drawn from mysterious 
darkness into the field of man’s action and function. 
The mentally disturbed, no longer stigmatized and 
condemned, are now the object of man’s enlightened 
and brotherly understanding. 

In spite of the impressive progress made in the 
understanding of the processes of psychosis and neu- 
rosis, in their etiology, and in the methods of treat- 
ment and prevention, not all of the psychopathologi- 
cal phenomena were included in the diagnostic 
classification. Accordingly, these omitted behavior 
disturbances did not benefit from the advances in 
treatment, particularly psychotherapy. Even at a 
period of history when we can no longer think with- 
out uneasiness of the time when the mentally sick 
were burned as sorcerers and witches, we still are in 
danger of fostering a punitive attitude toward the 

*Article prepared by Hertha Riese, M.D., Director, 
Educational Therapy Center, Richmond, Virginia. 


delinquent child or adult whom people will frequent- 
ly dispense with the title of “bad”. 

Even in hospitals, the so-called psychopath has 
not always been fully recognized and certain types 
of delinquent children do not qualify for treatment 
in the foremost outposts of mental disease preven- 
tion, the child guidance clinic. Because of the 
methods used, child guidance clinics must define 
a treatable child by three fundamental criteria. 
First, the child must be able to verbalize or have 
capacity for oral expression. Second is the ability 
for transference, namely, his capacity for relating 
intensely to the treating psychiatrist and reliving his 
past experiences with and through him. As we see 
it, the child must be able to invest in his relation 
to the psychiatrist so profound a trust that, whatever 
the vicissitudes of this relation, the child will admit 
to consciousness thoughts which have been unaccept- 
able and too painful for him. The tendency of those 
undesirable thoughts to plague him and the struggle 
which is needed to curb them play an important part 
in the pathognomy of emotional disturbances; thus, 
the admittance into consciousness is a paramount 
and consequential effect of treatment. As mentioned, 
such treatment can proceed only under the condition 
that the child is able to establish a relevant and 
The third 
requirement is the parents’ cooperation with the 


dynamic relation to the psychiatrist. 


clinic in a number of ways, at times to such an 
extent as to subject themselves to treatment along 
with the child. This presupposes responsible parents 
of some standards, willing to face their own personal 
problems and to invest a great deal of time for the 
benefit of the child. 
are interrelated, the child’s ability to relate presup- 


The three fundamental criteria 


poses a community with parental figures, disturbed 
though it might seem and the tendency to commu- 
nicate verbally also rests on an undisrupted com- 
munity with parental figures and by that token with 
human beings, altered and disturbed though it may 
be. 

There are numerous children with symptoms sim- 
ilar to those who qualify for treatment but their 
parents cannot be counted upon. This situation may 
cause so aberrant an outlook cn life in these children 


and so exceptional a type of reaction to life and its 
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vicissitudes that all or most of the children’s life 
tendency may be stunted or perverted into a nega- 
Whether the 
parents are only improvident or frankly rejecting, 


tion of our total culture and life itself. 


two fundamental types of development may result 
from parental neglect. Before we discuss them, may 
it be said that while parental attitudes in our ex- 
perience with emotionally disturbed children can 
never be totally discounted, this does not mean that 
they should therefore be burdened with the total re- 
sponsibility for their welfare. All of us should be 
willing to share in this responsibility. That is one of 
the basic meanings of an enlightened and cooperative 
effort as attempted in the Mental Health movement. 

The 
neglected or rejected child will be either hopeless 


two fundamental attitudes of a seriously 
withdrawal from a world of hurts or an aggressive 
reaction to it which represents an attempt to get even 
with it. 
interrupted to the extent the child can afford with- 


Either communication with the world is 


out interfering with life altogether, viz, a state of 
pure vegetation or communication is perverted into 
a warlike, predominantly destructive mode of be- 
havior. In the first case, the child may reduce his 
verbalism to almost naught, in the second instance 
what he uses when his case is grave may be but 
emotional speech containing idiomatic phrases of 
a hostile character. Close contact with these chil- 
dren show them to be extremely unhappy indeed. 
There is very little, if any, love and enjoyment of 
life and living in evidence. They exhibit a “don’t 
care” attitude, risking life and any kind of danger, 
because one more discomfort does not count and 
pleasurable experiences can be discontinued alto- 
gether, unless derived from the satisfaction of obstruc- 
tion and retort to hurts. But time and again, we are 
told not to spare the rod on these children, but 
punish them. While it does seem to be the obvious 
thing to do, it could only contribute toward rein- 
forcing their early pessimism and despair. 

Under such conditions, a child is not only unable 
to reveal himself by words, but he may also be un- 
able to accept the gift of words, kind as they may 
be. They are not only meaningless to him, but con- 
fusing, annoying, and above all, utterly disturbing. 
Distrust of all that the adult world has to say, com- 
municate and teach, may be one of the many subtle 


reasons why such children may shun learning and 
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avoid contacts with people, an inevitable consequence 
of school attendance. 

In spite of the apparently insuperable difficulties 
implied in the child’s isolation, due to the family 
habits and the rejection to which the community 
frequently exposes him, he is not necessarily lost 
but can be saved for himself and for society. 

The first who has attempted to help asocial and 
antisocial youngsters by an undogmatic, modern, 
scientific approach, was August Aichorn, a psycho- 
analytically trained educator of impressive ability 
and vision. About a generation ago he started a 
home under the auspices of the City of Vienna. 
Similar attempts were or have been in existence in 
this country, the best known being Redls’ short-lived, 
outstanding work in Detroit and Bettelheim’s Or- 

The 
Aichorn, now heading 
National Health 


Aside from the various activity tech- 


thogenic School in Chicago. former was an 


immediate collaborator of 
the Children’s Division of the 
Institute.* 
niques, all those attempts must approach these hostile 
children by a treatment program which takes into 
account their unwillingness to ‘‘relate” in the general 
as well as in the verbal sense of the term. They 
must be helped to learn both. They must be con- 
vinced that there is, besides the world they have so 
far experienced, a world of acceptance, which will 
not be perturbed by whatever their provocation. This 
is the real meaning of permissiveness, which does 
not imply condoning of undesirable behavior. The 
professional staff of clinics or institutions who deal 
with these gravely disturbed children by their unal- 
terable poise and fond equanimity, build up solid 
foundations, enabling the child to trust others and 


venture out. 


After an initial time of resistance, distrustful 
wavering, and testing as well as suspicious misin- 
terpretations, fond acceptance might be reciprocated, 
desirable attitudes stimulated, and values might be 
discovered worth preserving rather than destroying. 
The child may become curious and tend to discover 
and conquer by earning and sharing in the shaping 
and mastery of this world, once he is convinced that 
he is no longer singled out by exclusion through 
rejection, indifference, and neglect. 


*The Educational Therapy Center is the only similar 
agency attempting such treatment on the Clinic level. 
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MEDICO-LEGAL NOTES 


Similarities in the Regulation of the Practice of Medicine 
and of Law in the State of Virginia* 


The medical and legal professions differ in many 


respects, yet there are many similarities in the state 


laws and codes of ethics which govern the conduct 


of the practice of these two professions in the State 


of Virginia. 


It is the purpose of this paper to 


present a brief analysis of these similarities. 


I. 


Analysis of the Statutes. Certain provisions gov- 


erning the practice of medicine and the practice of 


law are similar: 


II. Revocation or Suspension of Licensure. 


(1) A state license is required to practice each 
profession. 

(2) The statutes make it a criminal act for a 
person to enter into the unauthorized practice of 
medicine or the unauthorized practice of law. 

(3) The minimum effective age of potential 
members of either profession to be licensed in the 
State of Virginia is prescribed by statutes as 21 
years of age. 

(+) The educational requirements of both pro- 
fessions are prescribed in some detail by the stat- 
utes. 

(5) The composition of the examining boards 
and tenure of the members, which are appointed 
by the governor for both professions, are outlined 
by the statutes. 

(6) The grounds for revocation or suspension 
of licensure are outlined by statute for both pro- 
fessions. 


The 


statutes provide that: 


(a) Law: 
has qualified, on proof that he has been convicted 


Any court before which an attorney 


of a felony or any malpractice, or any corrupt 
unprofessional conduct, can revoke his license 
to practice therein, or suspend the same for such 
time as the court deems proper. 

Any malpractice or any unlawful or dishonest 
or unworthy or corrupt or unprofessional conduct 
is specifically construed by statute to include the 
improper solicitation of any legal or professional 
business or employment, either directly or indirect- 
ly or the failure, without sufficient cause within a 


*Contributed by: Charles W. Whitmore, M.D., L.LB., 


University of Virginia Hospital and School of Medicine, 


Charlottesville, 
Charlottesville. 


Virginia. Medical Examiner, City of 





reasonable time after demand, of any attorney at 
law, to pay-over and deliver to the person entitled 
thereto, any money, security or other property, 
which has come into his hands as such attorney. 

(b) Medicine: The Board of Medical Exam- 
iners may refuse to grant reciprocity to, or ma) 
suspend or remove any certificate or license held 
by, any person who is of dishonorable or immoral 
character, or who is grossly ignorant or careless 
in his practice, or who is guilty of unprofessional 
conduct as defined in the statute. Any practi- 
tioner of medicine is considered guilty of unpro- 
fessional conduct who: 

(1) Is found guilty of any crime involving 
moral turpitude, or is guilty of fraud or deceit in 
obtaining a certificate or license or otherwise ob- 
taining admission to practice. 

(2) Is an habitual drunkard or habitually 
addicted to the use of morphine, cocaine or other 
drugs having a similar effect. 

(3) Undertakes or engages in any manner or 
by any means whatsoever to procure or perform a 
criminal abortion as defined by the laws of the 
state. 

(4) Prescribes or dispenses any morphine, 
cocaine or other narcotics, or alcoholics, with in- 
tent or knowledge that it should be used otherwise 
than medicinally, or with intent to evade any law 
relative to the sale, use or disposition of such drugs. 

(5) Issues, publishes, broadcasts by radio or 
otherwise, or distributes or uses in any way what- 
soever, advertising matter in which grossly im- 
probable or extravagant statements, which have 
a tendency to deceive or defraud the public or to 
impose upon credulous or ignorant persons are 
made, or in which mention is made of venereal 
diseases, disorders of the genital-urinary organs 
or chronic ailments. 

(6) As a surgeon or physician directly or 
indirectly shares in any fee charged for a surgical 
operation or medical services with the physician 
who brings, sends or recommends the patients to 
such surgeon for operation, or to such physician 
for such medical services; or who, as a physician 
brings, sends or recommends any patient to a 
surgeon for a surgical operation or to a physician 
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for medical services, and accepts from such sur- 
geon or physician any portion of a fee charged 
for such operation or medical services. 

(7) Who advertises, or professes, or holds out 
himself as being able and willing to treat human 
ailments under a system of school of practice 
other than that for which he holds a certificate or 
license granted by the Board of Medical Exam- 
iners, or advertises that he can cure and treat 
diseases and other human ailments by secret 
method, procedure, treatment or medicine. 


III. Similarities in Codes of Ethics. 

(A) The Legal Profession: In addition to being 
regulated by Statute per se, the legal profession has 
an organizational arrangement known as the Inte- 
grated Bar. A licensed attorney in the State of 
Virginia is considered to be an officer of the Court. 
As such, his code of ethics is prescribed by the Court 
and may be enforced by it. Pursuant to the pro- 
visions of the Statutes the Supreme Court of Appeals 
may, from time to time, prescribe, adopt, promulgate 
and amend rules and regulations: 

(a) Defining the practice of law. 

(b) Prescribing a code of ethics governing the 
professional conduct of attorneys at law and a 
code of judicial ethics. 

(c) Prescribing procedure for the disciplining, 
suspending and disbarring attorneys. 

(B) The Medical Profession: 


medicine is regulated beyond the basic statutes and 


The practice of 


principles of the common law, only by the Principles 
of Medical Ethics formulated by the American 
Medical Association and adopted by The Medical 
The ability of the Society te 
enforce such ethical principles of practice among its 


Society of Virginia. 


membership is limited, and there is no requirement 
that a physician become a member of the State 
Medical Society. 

Comparison between Principles of Medical Ethics 
of the American Medical Association and the Canons 
of Professional Ethics of the Virginia State Bar is 
not valid on a direct basis because of the legal en- 
forcibility of one code and the absence of such 
enforcibility regarding the other code; however, it 
is felt that there are many similarities between them 
and that these two codes represent the best com- 
parison available inasmuch as the membership of 


the American Bar Association includes less than 
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one-quarter of the licensed attorneys in the nation. 
(C) Both Codes of Ethics: 
(1) Suggest that professional courtesy should 
be extended to brother members of the same pro- 
fession. 
(2) Suggest a professional obligation to render 
a high standard of service to the poverty stricken 
and indigent. 
(3) Indicate that direct and indirect advertis- 
ing in order to secure employment of one’s pro- 
fessional services is to be avoided. It should 
be noted that the medical practitioner may indicate 
specialization in a particular field of medical 
practice to the public at large, compatible with 
the extent to which they are permitted to announce 
their availability for employment to the public. 
The legal practitioner, however, may, in general, 
announce such specialization only to other mem- 
bers of the profession, and only when his services 
are to be rendered as consultant to other members 
of the profession. 
(4) Indicate that fee splitting, as noted above 
in the earlier paragraphs of this paper, is spe- 
cifically prohibited by basic statute with regard 
to practice of medicine. Division of fees is ap- 
parently proper in the practice of law based upon 
division of service or responsibility, but not oth- 
erwise. The code of legal ethics is not explicit 
as to the amount of information to be communi- 
cated to the client regarding such splitting of fees. 

(5) Suggest that confidentiality of communica- 
tions between the patient and physician or the 
attorney and client, be preserved. The attorney- 
client communication, of course, is privileged at 
common law to the extent that it cannot be forced 
to be devulged in court, whereas the patient- 
physician communication may be required to be 
devulged in court. Limitations upon the suggested 
confidentiality are indicated by both codes. The 
physician, it is suggested, may be confronted 
from an over-riding duty to society, which is in 
conflict with his duty to preserve the confiden- 
tality of the patient’s communication, particularly 
with reference to communicable diseases. The 
attorney is not bound to conceal the announced 
intention of the client to commit a crime and he 
may properly disclose such information as is nec- 
essary to prevent the act, or to protect those against 
whom it is threatened. 

(6) Suggest that withdrawal of professional 
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services, once a situation has been entered where 
the attorney or physician undertakes to render 
such services, should be made only under specified 
circumstances and by certain outlined procedual 
steps. 

(7) Cover such situations in which two or more 
professional colleagues are concerned in the ren- 


BOOK ANNOUNCEMENTS 


Music Therapy. Edited by EDWARD PODOLSKY, 
M.D., Department of Psychiatry, Kings County 
Hospital, Brooklyn. Philosophical Library, New 
York. 1954. xii-335 pages. Cloth. Price $6.00. 

This unique book is a collection of thirty-three 
articles by various authors concerning the scientific 
application of functional music to the sick. 

Doctor Podolsky has collected material from 
various medical journals into one concise volume 
which gives the physician and music therapist a pic- 
ture of the active interest and recent progress of 
investigation in this intriguing field. The excellent 
result of his efforts is an adequately representative 
and well organized compendium. 

Historical aspects from ancient Egypt up to the 
beginnings of modern, scientific study at the turn 
of this century are clearly presented in an introduc- 
tory survey. Subsequent chapters are devoted to 
various current research projects, areas of applica- 
tion, and techniques of presentation. 

Applied functional music listening and perform- 
ing are presented as being of significant value in the 
care and treatment of mentally and physically ill 
patients. 

Chapters headed “Music and Mental Health”, 
“The Value of Music in the Hospital and Operating 
Room”, and “A Musical Program for Emotional 
High Blood Pressure” promise interesting reading 
for physicians in many diverse specialty fields as 
well as for hospital administrators. 

Each article reflects a scientific yet humanitarian 
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dering of professional services in an individual 


case, one of whom is in consultant capacity, and 
where there is a conflict of opinion between the 
physician or attorney in charge of the case and 
the consultant. 
flict of opinions should be made known to the 


Both codes indicate that the con- 


patient or client. 


interest which establishes the conviction of the in- 
vestigators as to the efficacy of music therapy. 

In our opinion, the book deserves close scrutiny 
and the subject deserves wider application. 

GeorcE E. ARRINGTON, JR., M.D. 
The Nursing Mother. A Guide to Successful Breast 

Feeding. By FRANK HOWARD RICHARDSON, 

M.D., F.A.C.P., F.A.A.P. Prentice-Hall, Inc., New 

York, 1953. 204 pages. Price $2.95. 

This book deals thoroughly with what many believe 
is becoming a lost art—the art of breast feeding. It 
is an affirmation for the nursing mother. One can 
feel the power of Dr. Richardson’s own convictions 
behind much of the material presented in this book, 
and for the mother of today it will serve well to give 
her facts and possible faith in ‘“‘Nature’s Way”. 

Although this book is for the nursing mother it 
does not preclude the role of her physician in this 
endeavor. The chapters on nursing techniques and 
potential obstacles to successful nursing speak from 
vast personal experience in active pediatric practice 
and afford the physician many useful ideas. 

The mother will find answers to innumerable con- 
templated questions in two chapters composed en- 
tirely of questions and simple answers. The father 
is discussed in a chapter defining his role in the 
nursing objective. 

Several other subjects about baby and mother are 
included—rooming in, natural child birth. weaning, 
diet additions, all of which are interesting both for 
the mother and the doctor. Both could derive much 
benefit from reading this book. 


Eart TREVATHAN, M.D. 
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NOTES 
ON 
PULMONARY TUBERCULOSIS* 


Special Diagnostic Studies 
Role of the Fluoroscope; Bronchoscopic Examination; 
Sedimentation Rate 


Standard Diagnostic Study to confirm or exclude 
the presence of pulmonary tuberculosis sometimes is, 
and less often, must be supplemented by other diag- 
nostic aids. These include: (1) Fluoroscopic ex- 
amination of the chest, (2) Bronchoscopic Examina- 
tion, (3) analysis of Sedimentation Rate. 

This 


physician to observe and to interpret directly through 


FLUOROSCOPE EXAMINATION. enables the 
a fluoroscopic screen movements of the diaphragm, 
chest walls, and lungs (and, at times, the medias- 
tinum) during normal breathing and in the course of 
forced respiration. It makes possible examination 
of the chest from many oblique angles which can in 
some instances be of great assistance to the trained 
and experienced observer in delineating and iden- 
tifying shadows; it helps to select a proper plane 
for the taking of special position films to confirm 
and/or to record these findings. 

Possible fluid levels in the pleural space or in 
a cavity (in the co-presence of air) can sometimes 
be verified by tilting the chest from one side to the 
other. 

Upon occasion interpretation of abnormal medi- 
astinal shadows can be facilitated by a barium swal- 
low to outline the position of the esophagus. 

Fluoroscopic examination offers a quick, econom- 
ical, and satisfactory method for routine check (as 
at time of air refill) of the degree of compression 
of a lung being treated by pneumothorax or pneumo- 
peritoneum, providing an important part of the close 
supervision so necessary for safe and successful 
administration of these collapse measures. Standard 
x-ray films must of course be taken periodically as 
well, to help evaluate the course of the disease in 
the compressed lung, as well as to observe the current 
status of the contralateral side. 

While gross disease can be detected readily by 
fluoroscope, the latter, on the whole, is not nearly as 
sensitive a diagnostic aid as is the properly exposed 
x-ray film; the fluoroscope does not make possible as 
complete visualization of the finer details of lung 
markings, nor can it be depended upon, even in the 


*Prepared by the Virginia State Health Department. 


hands of experts, for the detection of minimal active 
tuberculous lesions. 

Also in contrast, x-ray films provide a permanent 
record of the x-ray appearance of the patient’s lung 
at the time of examination, which can be used for 
comparison with earlier or later films. This com- 
parison can be of extreme importance when dealing 
with any disease of the chest. 

D1acnostic BroncHoscopy. This is a valuable 
adjunct in the diagnosis of certain pulmonary dis- 
eases. The procedure, in the hands of an experi- 
enced operator, is no longer considered hazardous 
for most patients. As a rule it is performed under 
local anesthesia. 

Indications for bronchoscopy include (1) unex- 
plained chronic cough and/or expectoration, whether 
or not associated with abnormal x-ray shadows, in 
persons from whose sputum (and/or gastric wash- 
ings) no significant organisms can be recovered; 
bronchial washings performed under these circum- 
stances have been known to establish the etiologic 
agent, (2) hemoptysis of undetermined origin, (3) 
periodic difficulty in raising sputum, (4) Subjective 
chest ‘“‘noises’’ experienced by the patient. 

To these symptoms must be added any physical 
signs which might suggest complete or partial bron- 
chial obstruction, such as unilateral wheezing, wheth- 
er localized, or general. 

X-ray findings which, in and of themselves, merit 
consideration of bronchoscopy include (1) localized 
patches of atelectasis, especially segmental, (2) lo- 
calized areas of emphysema |these are best seen 
on films taken at the end of expiration (in contrast 
to conventional chest films taken at full inspiration) ], 
(3) abnormal pulmonary, hilar or mediastinal den- 
sities which remain unidentified after having been 
subjected to standard diagnostic study, (as described 
in the March through June issues of the VIRGINIA 
MerpicaAL MONTHLY). 

With extremely rare exceptions bronchoscopy is 
performed routinely prior to major chest surgery for 


tuberculosis, because of the bearing positive findings 








may have on the timing and method of surgical 
approach. 

It must be appreciated that only the trachea and 
the larger stem bronchi normally can be visualized 
during bronchoscopic examination. The upper lobe 
bronchi are particularly difficult—sometimes impos- 
sible to visualize much beyond the mucosal lining of 
their respective orifices. Unfortunately definite ob- 
structive lesions and/or other disease processes in 
other bronchi as well, often lie beyond the range of 
vision. Therefore a negative bronchoscopy may be 
inconclusive. 

On the other hand many lesions lie well within 
the range of vision. Findings highly presumptive of 
tuberculous bronchitis, and/or of bronchial stenosis 
resulting therefrom, can frequently be identified by 
inspection alone. Biopsies can be taken of acces- 
sible lesions—a method especially useful when car- 
cinoma is suspected. Direct examination for cel- 
lular and bacterial content from a swab of material 
obtained from selected patches of bronchial mucosa 
is sometimes diagnostic, as may be direct examination 
Tubercle 


Bacilli not infrequently are obtained from culture 


and/or culture of bronchial washings. 


of bronchial washings when sputum and _ gastric 
lavage cultures are negative. 

While there are comparatively few outright con- 
tra-indications to bronchoscopy, the presence of ad- 
vanced cardio-vascular disease or of allergic asthma, 
as well as certain other conditions even less fre- 
quently encountered in the prospective candidate, 
naturally would give one pause. 

SEDIMENTATION Rate. This is a well known and 
still rather widely used laboratory procedure which 
makes use of a tendency for erythrocytes to settle 
out more rapidly than normal, in specimens of blood 
drawn from persons having active pulmonary tuber- 
culosis. However, the phenomenon also is observed 
in the presence of other infections, in some metabolic 


disorders, as well as in certain types of malignancy, 
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etc. Thus while it appears to be one of the simplest 
and at the same time one of the most sensitive tests 
known, to demonstrate objectively the occurrence of 
destructive pathology within the body, it is strictly 
a non-specific constitutional reaction. 

However, even though non-specific it can prop- 
erly be regarded, when abnormal, and attributed to 
tuberculosis, as an indicator, in and of itself, of the 
presence of active disease, just as are fever and other 
characteristic symptoms and signs in the known tu- 
berculous subject, that cannot otherwise be accounted 
for. Accordingly, like fever, an increase of sedi- 
mentation rate per se, can be significant both in the 
known case and in the suspect; conversely, as with 
temperature, the sedimentation rate may be normal 
even in the person who has a sputum positive for 
tubercle bacilli. 

If an increase in sedimentation rate can be looked 
upon as a non-specific constitutional reaction (some- 
what analagous to fever, but perhaps more sensitive ) 
it will not be too surprising to find that the test is 
subject to many transient fluctuations of no clinical 
import. 

For this reason, repeated tests, closely spaced, are 
required to prove that the sedimentation rate is 
sufficiently and consistently increased to be accepted 
as a contributory factor in any given differential 
diagnostic study or, indeed, of any real significance 
otherwise. 

The sedimentation rate, in and of itself, has been 
known to be of unequivocal assistance, in course of 
treatment, in selected cases of tuberculosis, when, as 
occasionally happens, a definite departure from a pre- 
viously established normal base line is observed 
in the absence of intercurrent infection and other 
complicating factors. 

The test is not performed routinely in each of 
the sanatoria or clinics operated by the Virginia State 
Health Department. 
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PUBLIC HEALTH 


Mack I. SHANHOLTz, M.D. 


State Health Commissioner of Virginia 


[he Control of Communicable Disease in 

Man 

As far back as the time when epidemics were ex- 

jlained as due to the wrath of the gods or visitations 
if evil spirits, it was observed that certain illnesses 
were apparently spread from person to person. A 
00k published in 1554, De Contagione, by Fran- 
catorius, suggested that diseases be classified into 
those that were contagious and those that were not. 
Confusion resulted until the latter part of the 19th 
century when the works of Pasteur, Koch and others, 
established the relationship of specific microorgan- 
isms as the cause of one after another of the infec- 
tious diseases. Health departments were organized 
largely for the purpose of controlling the spread of 
communicable diseases. In the first part of the 20th 
century the broader aspects of preventive medicine 
were added. 

One of the early measures of control was quaran- 
tine, a word derived from the Italian ‘‘quaranta,” 
meaning “forty.” In the middle ages Venice and 
other Hanseatic cities detained for a period of forty 
days ships arriving with cases of pestilence abroad. 
Quarantine refers to the detention of well persons 
exposed to a contagious disease for the period of 
incubation of the disease. The object of quarantine 
was to destroy, detain, or isolate infections with the 
least possible hindrance to trade or travel. The yel- 
low flag was the quarantine sign of all nations and 
was also flown to the fore of all vessels with con- 
tagious diseases aboard. Placards announcing one 
or another of the contagious diseases were tacked 
on the doors of homes. Nobody was allowed to enter 
or leave; hardships were created because breadwin- 
ners were prevented from going to their work and 
compensation ceased through no fault of theirs. 

Isolation is the segregation of the sick and of 
carriers of diseases. Theoretically, it is the most 
perfect single method to check the spread of com- 
municable diseases; but isolation can be applied 
only when the cases are known. There are many 
cases that are so mild that they are not recognized; 


there are others that are improperly diagnosed; there 











are many that are not reported. It has been shown 
that there are certain diseases, like measles, which 
are communicable for several days before the nature 
of the disease is recognized and that isolation prac- 
tically does not diminish the prevalence of these 
infections. Increased knowledge of the methods of 
spread of certain diseases has made isolation of 
certain individuals with these diseases more effective. 

In the past, geographical isolation was one of the 
safeguards in the control of the spread of disease. 
In modern times improvements in transportation have 
overcome this isolation and the diffusion of infection 
is facilitated. 

Sanitation has obviated the need for quarantine. 
Pure, well protected and approved water supplies, 
sanitary sewage disposal, adequate laws for milk 
production and distribution, including pasteuriza- 
tion, rodent and insect control measures, vaccinations 
and immunizations, the recognition of the modes of 
transmission of certain diseases through animals to 
man have brought about the “cure” for quarantine. 
Isolation of the patient is still practical in many 
diseases on the basis that if only one other case of 
infection is prevented, there is justification to con- 
tinue the practice. Ideal isolation can be more 
readily carried out in hospitals or sanatoria, but many 
hospitals do not accept patients with contagious dis- 
eases. The next best isolation is in the home with 
a trained attendant. There are also degrees of iso- 
lation: a case of yellow fever may be isolated under 
a mosquito net, a case of smallpox must have absolute 
isolation. A typhoid carrier should not be impris- 
oned; it is sufficient to have them registered and to 
teach them how they may avoid spreading the disease, 
to vaccinate the members of their households and 
to prevent their occupation in kitchens, dairies, or 
handling foodstuffs. 

Contacts of certain communicable diseases are 
isolated for the period of incubation of the disease 
in question; there is no isolation for the contacts 
of certain other communicable diseases. There is no 
point in isolating contacts who possess immunity as 
the result of having had the disease. 














Having educated the public to the need for quaran- 
tine and strict isolation of patients and contacts, it 
has become the duty of public health personnel dur- 
ing the past 15 or 20 years to re-educate the people 
to the fact that sanitation has taken the place of 
quarantine and that isolation may be practiced in 
The Virginia State Board 
of Health has adopted the rules and regulations as 


a more limited fashion. 


contained in the booklet, The Control of Communi- 
cable Diseases in Man, published by the American 
Public Health Association. This booklet is in each 
health department in the state and was distributed 
to the physicians who were on the reporting list in 
1950, and copies have been sent to those who have 


entered practice since then. 


Record Number of Physicians. 

An all-time record number of physicians—218,- 
5 22—were licensed to practice medicine in the United 
States at the close of 1953, it was disclosed in the 
52nd annual report on medical licensure of the 
American Medical Association’s Council on Medical 
Education and Hospitals. 

Of this total, 156,333 were engaged in private 
practice, 6,677 were engaged in full-time research 
and teaching and were physicians employed by in- 
surance companies, industries, and health depart- 
ments, 29,161 were interns and residents in hospitals 
and those engaged in hospital administration, 9,311 
were retired or not in practice, and 17,040 were in 
government service. 

According to the report, during 1953 there were 
14,434 licenses to practice medicine issued by the 
48 states, the District of Columbia, Alaska, Canal 
Zone, Guam, Hawaii and Puerto Rico—an increase 
of 1,206 over the number issued during 1952 and 
the third largest number issued in the history of this 
country. Of this total, 6,565 were granted after 
written examination and 7,869 by reciprocity or en- 
dorsement of state licenses or the certificate of the 
National Board of Examiners. The majority of 
those issued by reciprocity or endorsement were to 
already licensed physicians who moved their practice 
from one state to another. 

The data presented in the report showed that 
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MONTHLY REPORT OF THE BUREAU OF 
COMMUNICABLE DISEASE CONTROL 


Jan.- Jan.- 
May May May May 
1954 1953 1954 1953 


Brucellosis ‘ _ 6 7 15 20 
Diphtheria es - 2 3 24 48 
Hepatitis : ea ee, 2420 1096 
Measles Z _.6419 1252 19179 3637 
Meningococcal Infections 11 18 57 122 
Poliomyelitis Piccemames: 9 2 20 
Rocky Mt. Spotted Fever —-_- 6 6 7 8 
Streptococcal Infections 485 502 2756 3135 
(Including Scarlet fever) 
Tularemia Sere ena 0 1 17 15 
Typhoid Fever —-- — 6 5 20 17 
Rabies in Animals - 34 41 208 235 


last year 7,276 physicians received their first li- 
cense to practice medicine. In the same period there 
were approximately 3,421 deaths of physicians re- 
ported, so that there was a net gain of 3,855 in 
the physician population in the United States and 
its territories and outlying possessions. During 
1952, there was a net gain of 2,987. 


Few Physicians Retire. 

Of the 22,296 physicians in the age group 65-74 
in the United States as of April, 1950, 18,770 or 84.2 
per cent, were in active private practice according to 
data contained in a new bulletin released by the 
Bureau of Medical Economic Research of the Amer- 
ican Medical Association. 

Commenting on the figure, the Journal of the 
A.M.A. said editorially in the May 29th issue: 

“Only 15.8 per cent were not engaged in active 
private practice. Among these 3,526 not in active 
private practice were housewives and others who had 
practiced for only a few years, if any, and several 
hundred who were still employed by private or pub- 
lic employers; still others had retired from private 
or public employment, probably on a pension fi- 
nanced in whole or in part by the employer... . 

“Tf the pattern of 1950 is continued, eight or nine 
physicians out of 10 would be required to pay social 
security taxes but would receive no pension from 


rages 
age 65 to 75. 
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WOMAN’S AUXILIARY 
TO 
THE MEDICAL SOCIETY OF VIRGINIA 


President 

President-Elect 
Recording Secretary____- 
Corresponding Secretary— 


Mrs. K. W. Howarp, Portsmouth 
Mrs. MAYNARD EMLAw, Richmond 
Mrs. Lee S. LIGGAN, Irvington 


Mrs. LEMUEL E. Mayo, Portsmouth 


Treasurer 
Publication Chairman 


Richmond. 


The Woman’s Auxiliary to the Richmond Academy 


of Medicine collected sample drugs sent to doctors 





Mrs. John B. Truslow—bringing drug samples into the 
Academy building. 





F. Simms— 


Finch and Mrs. Reuben 


sorting drugs. 


Mrs. Frederick L. 


Mrs. WILLIAM C., Barr, Richmond 
Mrs. Wo. S. GRiZZARD, Petersburg 


in Richmond and its suburbs by pharmaceutical 
companies. The samples were taken to the Richmond 
Academy of Medicine Building where they were 
sorted alphabetically and then into various thera- 
peutic categories. 

Mrs. Gordon D. Hall, chairman of the project, 
was assisted by 56 members of the Auxiliary, Dr. 
J. W. Boenigk, Dr. M. L. Newrath and Mr. Russell 
Fiske of the pharmacy department of the Medical 
College of Virginia and members of the junior and 


senior Classes in pharmacy at the M.C.V. 





Mrs. Gordon B. Hall, collection chairman, and Mrs. Custis 
D. Coleman, President—presenting drugs to Miss Laura 
Victor at Sheltering Arms Hospital. 


The samples were valued at $5,100.00. They were 
distributed to the following charity institutions in 
Richmond: Sheltering Arms, Retreat for the Sick 
and Crippled Children’s Hospitals, Pine Camp, City 


Home and Home for Incurables. 











EDITORIAL 


Cancer of the Breast 


ANCER of the breast is a disease which has been recognized for almost as long 

as we have written records. It was described independently by the Egyptians 
and Persians prior to 800 B. C. Celsus, who lived at the time of Christ, diagnosed 
cancer of the breast and described a technique for mastectomy. He also noted involve- 
ment of the axillary lymph glands that accompanied cancer of the breast. Leonides 
of Alexandria described the symptoms, including retraction of the nipple, as a sign 
of cancer in 180 A.D. Through the centuries there was slow but gradual increase 
in the knowledge of the appearance and course of this condition but no attack was 
made upon the etiology and very little information was gained about the treatment until 
the latter part of the nineteenth century. 

In the 1890's, Halstead and Willy Meyer described the technique and rationale for 
radical mastectomy. Since that time there have been a few modifications and exten- 
sions of the original procedure but the fundamental approach has changed but little. 

Among the more recent extensions of the Halstead radical mastectomy have been 
Wangensteen’s supraclavicular and mediastinal dissections and Urban’s resection of 
the chest wall and internal mammary vessels and nodes. Adair has suggested that 
prior to doing a radical mastectomy, the first and second intercostal spaces on the 
involved side be explored for nodes. If these nodes were positive for malignant spread, 
the hope of cure by radical mastectomy was so slight that the extensive procedure was 
not warranted. 

Although there has been little improvement in the surgical approach during the past 
sixty years, the prognosis in cancer of the breast has gradually been improved, due 
largely to education of the physicians and lay public and to improvement in therapeutic 
adjuncts to surgery. 

Pre- and post-operative irradiation therapy has improved the percentage of five- 
year survivals, and at the present time deep x-ray therapy for those patients with 
axillary metastasis is generally employed. 

McWhirter in Scotland has combined a simple mastectomy with intensive post-op- 
erative irradiation and has reported results equally as good as those from leading 
medical centers in this country. However, the results have not been accepted in Amer- 
ica and use of this method of treatment should be delayed until a recognized center 
in this country has had time to study McWhirter’s technique and evaluate it. 

The relationship between ovarian stimulation and carcinoma of the breast is un- 
known, but certain cases do seem to be partially dependent on the female hormone for 
their growth. In advanced cases, it has been found that sterilization, either surgically 
or by irradiation, sometimes slows the growth, particularly in the pre-menopausal 
group. With this in mind, routine removal of the ovaries in all pre-menopausal women 
who develop carcinoma of the breast is practiced by some surgeons. Reported results 
are encouraging, but the series are too small yet for this procedure to be generally accepted. 

In the treatment of late cases or of distant recurrences, hormone therapy has been 
of definite value. In general, androgens should be used in women under sixty, with 
estrogens in the older age group. Where benefit in a particular case has been demon- 
strated upon removal of the ovaries, additional benefit occurs upon removal of the 
adrenals along with substitution therapy with cortisone. 

Aspiration of cysts and aspiration biopsy of solid tumors are procedures practiced 


by some surgeons. The proponents of this method of treatment argue that error is 
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slight and that with aspiration, physical and mental trauma is minimized. 
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However, 


most surgeons do not approve, as intracystic papillomas, some of them malignant, will 


be missed. 


aspiration biopsy. 


Also, removal and examination of the entire mass is more accurate than 


Until such time as further knowledge concerning the cancer problem is available, 


the most important contributions to therapy in cancer of the breast lie in removal of 


all isolated breast masses and in continuation of education of the public so that these 


lesions will be brought to the physician’s attention at an early stage in their growth. 


While it is important to remember that a permanent cure cannot ever be prognosticated 


in any individual case, the earlier the lesion, the greater the chance of a cure. 


Hucu H. Trovt, Jr. 
Jefferson Hospital 
Roanoke, Va. 


SOCIETIES 


Arlington County Medical Society. 

At the meeting of this Society on May 20th, Dr. 
Isadore Rodis, professor of psychiatry at Georgetown 
University Medical School, spoke on ‘“‘The Nervous 
Patient”, which dealt with the application of prac- 
tical psychiatry in every doctors office. 

Dr. John Hazel reported that the three Arlington 
winners in the essay contest, sponsored by the society, 
all won Honorable Mention in the National A.A.P.S. 
contest. These essays were on Why the Private Prac- 
tice of Medicine Affords Us the Best Medical Care 
and was open to high school students. 

The annual dinner dance was held on June 10th 
at the Washington Golf and Country Club. 

Dr. J. R. B. Hutchinson is president of this So- 
ciety. 

Norfolk County Medical Society. 

On May 17th, this Society met at the U. S. Public 
Health Service Hospital. Dr. Robert T. Maddock 
led a discussion on Hemolytic Jaundice and Dr. 
Robert M. Farrier gave cases reports. 

Dr. Clayton W. Eley is President and Dr. Donald 
T. Faulkner, secretary. 

The Fairfax County Medical Society 

Met on May 11th at the home of Dr. Emanuel 
Dr. John Sullivan of 
Arlington spoke on Peripheral Vascular Disease. 


Newman in Falls Church. 


The June meeting was held at the home of Dr. 
Gerald J. Inguagiato, also of Falls Church. 


Virginia Peninsula Academy of Medicine. 
The regular monthly meeting of the Academy was 

held on May 19th with the Staff of the Veterans 

Administration Hospital at Kecoughtan as _ hosts. 


Following a social hour at the Hampton Country 
Club and dinner at the VA Hospital, the scientific 
program was given. This was a clinical-pathologi- 
cal conference conducted by Dr. C. M. Caravati, 
Clinical 


Medical College of Virginia. 


Associate Professor of Medicine at the 


Mid-Tidewater and Northern Neck Medi- 
cal Societies. 

On April 14th at Tappahannock, a clinical ses- 
sion was held before these two societies under the 
auspices of the Department of Postgraduate Medical 
Education of The Medical Society of Virginia. The 
following program was presented: Problems in Ger- 
iatric Medicine by Dr. John Lynch; Jaundice by 
Dr. James O. Burke; Antibiotics by Dr. 
Count D. Gibson, Jr., Office Problems in Otolaryn- 
gology by Dr. P. N. 
of Rheumatoid Arthritis by Dr. Elam C. Toone, Jr. 


Newer 
Pastore; and The Treatment 


All lecturers were from the Medical College of Vir- 


ginia. 


The Virginia Orthopedie Society 

Held its annual clinical meeting at Norfolk on 
March 26-27, under the presidency of Dr. Bernard 
D. Packer, Richmond. The following program was 
Low Back Pain by Dr. A. A. Kirk, 
Portsmouth,; Chondromyalacia of the Patellae by 


presented : 


Dr. John Thiemeyer, Norfolk; Interesting Tumors 
of the Humerus by Drs. Wieman H. Kretz and F. 
Ashton Carmines, Newport News; Seven Cases with 
Hip Prostheses by Dr. George G. Hollins, Norfolk; 
A Case Report of Fanconi’s Syndrome with X-ray 
Diagnosis by Dr. John Foster, Norfolk, with a 
pathological discussion by Dr. John Bos, also of 
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Norfolk; and Fractures of the Tibia by Dr. F. E. 
Dr. J. Leonard Goldner, 
Duke University, was the invited guest speaker, and 


Thornton, Portsmouth. 


presented a movie on Reconstructive Surgery of the 
Hand in Cerebral Palsy. 

The secondary portion of the meeting was closed 
following a presentation of interesting cases by the 
staff of the Naval Hospital with a general discus- 
sion. 

Dr. William M. Deyerle, Richmond, is secretary- 
treasurer of this Society. 


The Montgomery County Medical Society 
Held its spring meeting at Grant’s Tavern, Chris- 
tiansburg, on April 22nd. The following officers 
were elected for the coming vear: Dr. H. R. Hart- 
well, president; Dr. C. F. Manges, vice-president; 
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and Dr. D. D. Chiles, secretary-treasurer. 
Dr. James B. Hutcheson of Roanoke spoke on 
Indications for Whole Blood Transfusions. 


Medical Association of the Valley of Vir- 
ginia. 

At the meeting of this Association on May 27th, 
Dr. Brian Blades, professor of surgery at George 
Washington University School of Medicine, spoke 
on “Intra Thoracic Tumors”. 


The Southwestern Virginia Medical Society 


Will hold its annual meeting at the Hctel Roanoke, 
Roanoke, on September 16th. The program com- 
mittee is working on an interesting and instructive 
panel discussion to be supplemented by local presen- 
tations. 





icine—Chicago, September 6-11 


Washington, D. C., September 6-11 





Calendar of Coming Events 


ANNUAL ASSEMBLY IN OTOLARYNGOLOGY—University of Illinois College of Med- 
AMERICAN CONGRESS OF PHYSICAL MEDICINE AND REHABILITATION— 


AMERICAN ASSOCIATION OF BLoop BANKs—7th Annual Meeting— 
Shoreham Hotel, Washington, D. C. 
THe MepicaL Society OF VirGINIA—(Annual Meeting)—First Interstate Scien- 
tific Assembly—Shoreham Hotel, Washington, D. C., October 31-November 3 


, September 13-15 








Commencements of Medical Schools. 
UNIVERSITY OF VIRGINIA 
SCHOOL OF MEDICINE 

The commencement exercises at the University of 
Virginia began on June 11th with registration, the 
golf tournament, class dinners and the formal ball 
The Bac- 
calaureate Sermon was given by Rev. Paul N. Garber, 


for members of the alumni association. 


Methodist Bishop of Richmond, on Sunday at Cabell 
Hall. Honorable A. Willis Robertson, Senator from 
Virginia, was the speaker at the Graduation Exer- 
cises held on the 14th. 

Following are graduates in medicine with hospital 
appointments : 

UNIVERSITY OF VIRGINIA HospItTaL, Charlottes- 
ville—Drs. Claude Ballenger, Jr., East Orange, 
N. J.; James R. 


Brunk, Harrisonburg; Louis C. 


Craig, Corpus Christi, Tex.; Maxwell C. Feinman, 





Lynchburg; Conway H. Ficklen, Fredericksburg; 
Milton Greenberg, Danville; Charles W. Hurt, Cul- 
peper; Benno Janssen, Jr., Charlottesville; Wilburn 
E. Jarrell, Mt. Airy, N. C.; Earl R. Johnson, Jr., 
Roanoke; William D. Liddle, Jr., Richlands, Ed- 
mund H. Rucker, Jr., Richmond; George W. Ses- 
soms, Savannah, Ga.; James B. Spillman, II, Staun- 
ton; Teddy C. Staples, Winchester; Lilburn T. Tal- 
ley, Richmond; Lee H. Thompson, Park Ridge, Ill; 
and Ceilous L. Williams, Colonial Heights. 

MepicaL COLLEGE OF VIRGINIA Hospirats— 
Richmond—Dr. Emerson D. Baugh, Jr., Lawrence- 
ville. 

NORFOLK GENERAL Hospitrat, Norfolk—Drs. 
William F. Early, Forest Hills, L. I., N. Y.; and 
James L. Stringfellow, Culpeper. 

MEMORIAL AND CRIPPLED CHILDREN’S HOosPITaL, 
Roanoke—Dr. Amiss Ross Lillard, Stephens City. 





H 
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University Hospirat, Cleveland, Ohic—Drs. 
Donald M. Allen, Front Royal; David C. Davis, 
\lexandria; James A. Doull, Jr., Arlington; Ralph 
\. Jackson, Jr., Arlington; John H. Jolly, Holland; 
ind Webb M. Thompson, Jr., Virginia Beach. 

CINCINNATI GENERAL HospitraL, Cincinnati, 
Ohio—Drs. Henry B. Betts, Miami, Fla.; Henry F. 
Conquest, Richmond; and Ernest G. Rafey, Hope- 
well. 

CLEVELAND C1iry Hospitraz, Cleveland, Ohio— 
Dr. Wayne L. Johnson, Roanoke. 

St. LuKe’s Hosp1tat, Cleveland, Ohio—Dr. John 
H. Moling, III, Winchester. 

University Hosprrat, Columbus, 
Hubert A. Marshall, Roanoke. 

GracE HospiraL, New Haven, Conn.—Dr. Stuart 
Ashman, Norfolk. 

NEW ENGLAND CENTER, Boston, Mass.—Dr. Ger- 
ald D. Aurback, Charlottesville. 
HosPItTAL., 


Ohio—Dr. 


Lone IsLaNp COLLEGE Brooklyn, 
N. ¥.—Dr. Charles M. 


STRONG MEMoRIAL HospItAa., Rochester, N. Y.- 


Biller, Arlington. 


Dr. Meriwether C. Blaydes, Spotsylvania. 

THE NEw York Hosprrat, New York, N. Y.— 
Dr. Harrison O. Brown, Jr., Virginia Beach. 

K1nc’s County Hospirar, Brooklyn, N. Y¥.— 
Dr. Kenneth A. Morrissey, Bergenfield, N. J. 

Fitzstmonps ArMy HospitaL, Denver, Col.— 
Drs. Stanley C. Boyce, Winchester; and Beryl H. 
Owens, Rose Hill. 

STaTE University Hospitar, Iowa City, Ia. 
Drs. John S. Chapman, Lexington; William C. 
Greer, Rocky Mount; Guy C. Heyl, Jr., Warrenton; 
and Joe E. McCary, Princeton, W. Va. 

NortH CAroLINA MemortiAL Hospirat, Chapel 
Hill, N. C.—Dr. Junius E. Crowgey, Roanoke. 

Cotumpia Hosprtar, Columbia, S. C.—Dr. Ralph 
M. Curt, Arlington. 

THe LANKENAU HosptirTat, Philadelphia, Pa.— 
Dr. John W. Fewell, Charlottesville. 

VALLEY Force ArMy Hosptira., Phoenixville, Pa. 
—Dr. William F. Olinger, Big Stone Gap. 

St. Louis Ciry Hosprra, St. Louis, Mo.—Dr. 
John R. Gill, Jr., Mathews. 

BarNEs HospitTat, St. Louis, Mo.—Drs. James 
H. Johnson, Woodville; and Paul E. Prillaman, Jr., 
Ronceverte, W. Va. 

UNIVERSITY OF OKLAHOMA Hosptra, Oklahoma 
City, Okla.—Dr. Alastair N. Guthrie, Portsmouth. 
Mercy Hosp1rar, Baltimore, Md.—Dr. James A. 
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Higgs, Jr., Staunton. 

UnIoN MEmMorIAL Hosp!ItTat, Baltimore, Md.— 
Dr. Beverley B. Jones, Roanoke. 

Stnal Hospita, Baltimore, Md.—Dr. Edward O. 
Leventon, Norfolk. 

UNIVERSITY OF MaryLAND Hospita., Baltimore, 
Md.—Dr. Stanley D. Rosenthal, Culpeper. 

CHARLESTON GENERAL Hospita, Charleston, W. 
Va.—Drs. Harold D. Hill, Franklin, Mo.; and Ed- 
ward G. Lewis, Charleston, W. Va. 

OnI0 VALLEY GENERAL HospitaLt, Wheeling, 
W. Va.—Dr. Robert A. Orr, Leesburg. 

Gravy MEmorIAL Hospitrat, Atlanta, Ga.—Dr. 
Alvin J. Hurt, Roanoke. 


Emory UNIverRsIty Hospitrat, Atlanta, Ga.— 
Dr. Mason G. Robertson, Savannah, Ga. 
BrRoOKE GENERAL HospItTaAL, San Antonio, Tex. 


—Dr. Willie H. Morris, Jr., Lynchburg. 

Witit1AM BEAUMONT ARMY Hospirat, El Paso, 
Tex.—Drs. Reigh E. Peck, Danville; and Frank V. 
Tweedy, Lynchburg. 

MapicAn ArMy Hospitat, Tacoma, Wash.—Dr. 
Philip M. Kernan, Jr., Winchester. 

WALTER REED HospitraLt, Washington, D. C.— 
Dr. Robert M. Kesler, Riverton. 

VIRGINIA Mason Hosptirat, Seattle, Wash.—Dr. 
Theodore N. Steffen, Hammond, Ind. 

VANDERBILT UNIveRsITyY Hospitrat, Nashville, 
Tenn.—Dr. John B. Taylor, Bluefield, W. Va. 

MEDICAL COLLEGE OF VIRGINIA 

The Commencement Exercises of the one hundred 
seventeenth session of the College were held on June 
1st. The Commencement address was made by Sam- 
uel M. Bemiss, vice-president of the Board of Visi- 
tors. Honorary Degree of Master of Science in 
General Medicine was bestowed on Dr. James L. 
Hamner, Mannboro, and of Doctor of Science on 
Dr. Randolph Lee Clark, Jr. 
uates in medicine, 51 in dentistry, 48 in pharmacy, 


There were 100 grad- 


53 in nursing, 39 in physical therapy, 10 in hospital 
administration, and 21 in medical technology. 

The following are graduates of the School of Med- 
icine with hospital appointments: 

MeEpIcAL COLLEGE OF VIRGINIA HospPITALS, Rich- 
Dick IIT, 


Harrisonburg; 


mond—Dr. Charles Burch, Richmond; 
Hall Rees Cecil 
Chapman, Tazewell; James Foster Crosby, Rich- 
mond; William Harvey Dewhurst, Huntington, W. 


Va.; Billie Louise Wright Elliott, Richmond; Doug- 


Gibbons Canter, 
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las William Ey, Lexington, Ky.; Edgar Clinton 
Goldston, Petersburg; Charles Anthony Hoffman, 
Jr., Huntington, W. Va.; Sophocles Dimitri Marty, 
Norfolk; Edna Teresa Maura, Rio Piedras, P. R.; 
Samuel Burton Rentsch, Jr., Derby, Conn.; Samuel 
Benjamin Ryburn, S. Charleston, W. Va.; George 
Elmore Salley, Richmond; Paul Herbert Schellen- 
berg, Arlington; Alton Rivington Sharpe, Jr., Rich- 
mond; William Thomas Stuart, Jr., Richmond; and 
Ellis Nathaniel Zuckerman, Petersburg. 

JouNsTON-WILLIs HospiraL, Richmond—Drs. 
Thomas Robert Argiro, Fairmont, W. Va.; Robert 
Roland Bender, Cranbury, N. J.; James Henry 
Dwyer, Lorton; John Thomas Edmonds, Accomac; 
Ivan Vasil Magal, Brussels, Belgium; Randolph Mc- 
Cutcheon, Jr., Richmond; Betty Jane Richter, Mona, 
W. Va.; and William Garrett Rickard, Morgantown, 
W. Va. 

DrePavut HospitaL, Norfolk—Drs. Edward Adol- 
phus Barham, Jr., Portsmouth; Donald Morris Cal- 
lahan, Roanoke; Waverly Manson Cole, Blackstone; 
Price, Norfolk; 


James Dalton Charles Emmett 


Swecker, Roanoke; and Robert Owen Williams, Ar- 
lington. 
NorFOLK GENERAL Hospirat, Norfolk—Drs. 


Baxter Israel Bell, Jr., Williamsburg; Leonard Les- 
lie Davis, Jr., Portsmouth; Sarah Elizabeth Forbes, 
Warwick; and Emerson Lynn Kirby, Victoria. 

Unitep States Navat Hosprtrat, Portsmouth— 
Drs. Letcher Blackwell Barnes, Blackstone; Donald 
Leslie Baxter, Richmond; Alan Edson Kinsel, Rich- 
mond; Robert Carter Kluge, Richmond; and George 
Stanley Mitchell, Jr., Richmond. 

MEMORIAL AND CRIPPLED CHILDREN’S HospItat, 
Roanoke—Drs. Lawrence Daniel Burtner, Harrison- 
burg; Freeman Wesley Jenrette, Roanoke; and Rob- 
ert Day Richards, Blacksburg. 

Lewis-GaLE Hosprirat, Roanoke—Drs. Robert 
Milton Cook, Jr., Richmond; and Thomas Porter 
Long, Lindside, W. Va. 

WINCHESTER MEMORIAL HospitaL, Winchester— 
Drs. Donald Hanson McNeill, Jr., Richmond; Al- 
ton Linwood Powell, III, Richmond; and Joseph 
Addison Vance, III, Old Church. 

University Hospirats, Columbus, Ohio—Drs. 
Thurl Ernest Andrews, Covington; Helen Lee Jones 
Driskill, Portsmouth; William Lawson Driskill, 
Lynchburg; Antonio Gialamas, Weirton, W. Va.; 
James Vincent McKenzie, Quinwood, W. Va.; Alan 
Verl Yoho, Grafton, W. Va.; and Emma Jane Smith, 
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Yoho, Lost Creek, W. Va. 

Mercy Hospitau, Springfield, Ohio—Dr. Gail 
William Busch, Jr., Shinnston, W. Va. 

SPRINGFIELD City Hospirat, Springfield, Ohio— 
Dr. David Dawson Smith, Logan, W. Va. 

PEOPLES HospitTaL, Akron, Ohio—William Bruce 
Hall, Jr., Critz. 

TRIPLER ARMY HospitTaL, Honolulu, Hawaii— 
Dr. Delmer Robert Bennett, Richmond. 

EpwaArp J. MEYER Memoria Hospitat, Buffalo, 
N. Y.—Dr. Irwin Mendel Bogarad, Weirton, W. Va. 

STATE UNIVERSITY OF NEW YorK MEDICAL 
CENTER, Syracuse, N. Y.—Drs. William Taylor 
Dabney, III, Richmond; and Archibald Cunningham 
Wagner, Huntington, W. Va. 

BROOKLYN HospitaL, Brooklyn, N. Y.—Dr. Ger- 
ald Theodore Zwiren, Brooklyn, N. Y. 

University Hospitrats, Madison, Wis.—Drs. 
Charlotte Van Valkenburgh Boynton, Essex, Conn.; 
Manuel Oscar Jaffe, Richmond; Lewis Lunsford, 
Jr., Brookhaven, Ga.; Richard Milton Newton. Nar- 
rows; and Frances S. Anderson Williams, Lynch- 
burg. 

ORANGE MEmorIAL Hospirat, Orlando, Fla.— 
Drs. Paul Morrison Burd, Richmond; and George 
Allen Thompson, Bastian. 

Mounp Park Hosprrat, St. Petersburg. Fla.- 
Drs. Rudolph Charles Garber, Jr., Richmond; Hen- 
ry Tucker Harrison, Jr., Danville; and Marion 
Francis Wells, Richmond. 

Unirep States NavaL Hospirart, Great Lakes, 
Il].—Dr. James Reginald Cochran, Warwick. 

Cook County Hospirat, Chicago, Il].—Dr. Wil- 
liam David McLean, Beckley, W. Va. 

PHILADELPHIA GENERAL HospItAt, Philadelphia, 
Pa.—Dr. Lawrence Stanley Cowling, Newport News. 

Uniontown Hospirat, Uniontown, Pa.—Dr. 
Jimmie Lee Harris, Alderson, W. Va. 

SacrED Heart Hospitar, Norristown, Pa.—Drs. 
John Paul Heatwole, Harrisonburg; and William 
Edwin Reisch, Bridgewater. 

WayNE County GENERAL Hospirar, Eloise, 
Mich.—Dr. Harold William Felton, Rowlesburg, 
W. Va. 

Mr. CARMEL Mercy Hosptirat, Detroit, Mich.— 
Dr. Pendleton Emmett Thomas, III, Richmond. 

CHARLESTON GENERAL Hospitat, Charleston, 
W. Va.—Drs. Lewis Nevin Fox, Prenter, W. Va.: 
William Henry Harriman, Jr., Terra Alta, W. Va.; 
John B. Markey, Sharples, W. Va.; Glenn Frederick 
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Van Winkle, Charleston, W. Va.; and Thomas Cabell 
\Vilson, S. Charleston, W. Va. 

St. Mary’s Hosprrar, Huntington, W. Va.—Dr. 
Don Franklin Hatten, Ceredo, W. Va. 

UNIVERSITY OF MINNESOTA HospitraLs, Minnea- 
polis, Minn.—Drs. Philip Frederick, Jr., Richmond; 
Dr. Lloyd Lynton Goulder Jr., Petersburg; and 
Ralph Miles Robinson, Norton. 

University Hospita, Augusta, Ga.—Drs. Julius 
Temple Goodman, Christiansburg; and Ohlen Ru- 
dolph Wilson, Galax. 

JEFFERSON-HILLMAN Hospitrar, Birmingham, 
Ala.—Dr. Thomas Winston Gouldin, Tappahan- 
nock. 

CoLorapoO GENERAL HospitraL, Denver, Colo.— 
Dr. Mary Lou Hoover. 

WorcESTER Ciry Hosprrat, Worcester, Mass. 
Dr. Charles Thomas Lively, Charleston, W. Va. 

Mary HircHcock MemortiAt Hospirat, Han- 
over, N. H.—Dr. Laurie Earl Rennie, Richmond. 

Srtnat Hospirat, Baltimore, Md.—Dr. Philip Ar- 
nold Rosenfeld, Richmond. 

Jouns Hopxktns Hospira, Baltimore, Md.—Dr. 
Edward Hewitt Sharp, Richmond. 

MapicaAn Army Hospitat, Tacoma, Wash.—Dr. 
Samuel Albert Tisdale, Jr., Portsmouth. 


Medical College of Virginia, Alumni Asso- 
ciation. 


c 


The annual meeting of the Alumni Association 


was held in Richmond, May 30-June 1, under the 
chairmanship of Dr. Harold I. Nemuth. The alumni 
reunion banquet has grown so large that it was held 
in two banquet halls at the John Marshall Hotel 
Mr. J. Curtis Nottingham 
was installed as President, succeeding Dr. J. Asa 
Shield, and Dr. William N. Hodgkin, Warrenton 


dentist, was named president-elect. 


with duplicate programs. 


Dr. Wyndham B. Blanton, 


Richmond, has retired as director of the immu- 
nology clinic at the Medical College of Virginia, 
which he organized in 1936. He is being succeeded 
by Dr. E. B. Owens. Dr. 


the clinic gave a dinner in his honor at the Com- 


Blanton’s associates in 


monwealth Club and presented him with a silver 
bowl in token of their friendship and admiration for 
his conduct of the clinic during the past 18 years. 

Dr. Blanton will continue as clinical professor of 
medicine at the College. 
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Dr. Wallace Honored. 

Four members of the Holston Valley Community 
Hospital staff, Kingsport, Tenn., were honored at 
a testimonial dinner on May 25th for fifty years of 
One of these was Dr. A. McG. Wal- 
lace of Gate City. 


the form of an open book mounted on a wooden base. 


public service. 


They were presented scrolls in 


Dr. Wallace began his practice in the Moccasin Gap 
section and has practiced in Scott County since 1903. 


Community Memorial Hospital at South Hill 

Dedicated. 

Dedication ceremonies for this 53-bed hospital 
were held on May 30th, ending almost two vears of 
construction and four years of planning and fund- 
raising efforts in the tri-county area. Facilities 
office, 
kitchen and dining room. 


include administration solarium, library, 
Next to the emergency 
room is a four-bed emergency ward. The laboratory 
and x-ray department is located in the same area. 
Major and minor operating rooms make up the op- 
erating suite. Extending to the rear of the hospital 
are two wings for patient care—the east wing is 


obstetrical and the west wing medical and surgical. 


Roanoke Physicians Honored. 

Dr. P. A. Wallenborn, Jr., has been voted the 
outstanding member for the State of Virginia for 
the past year by the Junior Chamber of Commerce. 
Dr. John A. Martin was awarded the kev of the 
Roanoke Junior Chamber of Commerce for being 
the outstanding member in this chapter in the past 
year. 

The Southern Surgeons Club 

Held a four-day conference in Richmond, May 

14-18. 


various 


The Club is composed of surgeons from 
took 
Board of Surgery examinations the same year. Drs. 
Guy W. Horsley and Benjamin W. Rawles, Jr., 


are the Richmond members. The week-end was spent 


southern states who their American 


in Williamsburg and at Virginia plantations, and 
on the 17th surgeons at the Medical College of Vir- 
Papers 
Dr. 
Wyndham Blanton was the speaker at the final 


ginia conducted clinical demonstrations. 


were presented by eight members of the Club. 
banquet. Dr. Rawles was elected a vice-president 
for the year. The president is Dr. David H. Poer 
of Atlanta. 


Dr. Cullen Pitt, 


Richmond, was elected chairman of the Middle 








Atlantic Life Insurance Medical Directors Club at 
a meeting on May 14th. 


Dr. Southgate Leigh, Jr., 

Norfolk, has been named chief surgeon for the 
Seaboard Air Line Railroad, succeeding Dr. Joseph 
D. Collins, Portsmouth, who has retired. 


Research Awards. 

Applications for research awards to be made dur- 
ing the coming year by the American Heart Associa- 
tion and its affiliates throughout the country are now 
being accepted, according to an announcement by 
Dr. Robert L. King, Chairman of the Association’s 
Scientific Council, and Dr. R. Bryan Grinnan, Presi- 
dent of the Virginia Heart Association. 

Applications for Research Fellowship and Es- 
tablished Investigatorships may be filed up to Sep- 
tember 15, 1954. 
in-aid will be accepted up to December 1, 1954. 


Applications for research grants- 


Information and forms may be obtained from the 
Medical Director, American Heart Association, 44 
East 23rd Street, New York 10, N. Y. 


Funds for Virginia Hospitals 

The Virginia Hospital Advisory Council has 
adopted a plan for the distribution of $2,300,000 in 
State funds for hospital construction. Nine hospital 
projects will receive these funds. They are the Me- 
morial and Crippled Children’s Hospital, Roanoke; 
Louise Obici Memorial Hospital, Suffolk; Burrell 
Memorial Hospital, Roanoke; Bedford County Me- 
morial Hospital, Bedford; Franklin Memorial Hos- 
pital, Rocky Mount; Retreat for the Sick, Richmond; 
Richmond Memorial Hospital, Richmond; Radford 
Community Hospital, Radford; Lynchburg General 
Hospital, Lynchburg. 


Dr. Frederick B. Mandeville, 

Richmond, has been elected president of the Vir- 
ginia Alumni Society of the University of Pennsyl- 
He is head of the X-Ray Department at the 
Medical College of Virginia. 


vania. 


Dr. J. M. Emmett, 
Clifton Forge, has been reappointed for a four- 
year term as a member of the Board of Visitors o; the 
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University of Virginia. 
“Newer Developments in Cardiovascular Dis- 
eases’”’. 

A course in this subject will be given at The 
Mount Sinai Hospital, New York, October 11-15, 
under the auspices of the American College of Phy- 
sicians. As the title implies, the recent advances 
will be stressed. Dr. Arthur M. Master and Dr. 
Charles K. Friedberg will direct the course and 
prominent cardiologists and cardiac surgeons will 
participate. 


The National Society for Crippled Children 
and Adults 
Will hold its 31st Convention at the Hotel Statler, 
Boston, November 3rd through the 5th of this year. 


The International Academy of Proctology 
Announces its Annual Cash Prize and Certificate 
of Merit Contest for 1954-1955. 
lished contribution on Proctology or allied subjects 
will be awarded $100.00 and a Certificate of Merit. 
Certificates will be awarded also to physicians whose 


The best unpub- 


entries are deemed of unusual merit. This competi- 
tion is open to all physicians in all countries, whether 
or not affiliated with the International Academy of 
Proctology. The winning contributions will be se- 
lected by a board of impartial judges, and all de- 
cisions are final. 

All entries are limited to 5,000 words, must be 
typewritten in English, and submitted in five copies. 
All entries must be received no later than the first 
day of February, 1955, and should be addressed to 
the International Academy of Proctology, 43-55 
Kissena Boulevard, Flushing, New York. 


For Sale. 

Ranch type cottage furnished. Three bedrooms, 
large living room with fireplace, bathroom, kitchen, 
Located off high- 


way #33, about 60 miles from Richmond and 5 miles 


front porch and large breezeway. 
from Urbanna. Over two acres of land with sandy 
beach. Gas stove, electric refrigerator and electric 
water pump. If interested, write ‘Cottage’, care 
Virginia Medical Monthly, P. O. 5085, Richmond 
20, Va. (Adv.) 
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OBITUARIES 


Agnes V. Edwards. 

With the death of Miss Agnes V. Edwards on 
May 22, The Medical Society of Virginia lost one 
of its most loyal and devoted servants. 

Miss Edwards literally gave her life to the Society 
Medical 
Monthly, of which she served as managing editor 


and more particularly to the Virginia 
from 1919 to her death. The high regard in which 
the Monthly is now held is due in no small part to 
her efforts. 

Born seventy-six years ago, the third child of Dr. 
Landon B. Edwards, she carried on to new heights 
the work founded and nurtured by her illustrious 
father. It was Dr. Edwards who helped reorganize 
The Medical Society of Virginia in 1870 and who 
started the Monthly as a private enterprise in 1874. 

Miss Edwards also served as Executive Secretary- 
She 
made her mark in other places also, and will always 


Treasurer of the Society from 1924 to 1950. 


be remembered as a charter member of the Medical 
Society Executives Conference and a member of its 
executive committee in 1947. 

Beloved by all who knew her, Miss Edwards will 
long live in their memory. Carrying on her work 
is one thing—replacing her is another. 


Dr. Edwin Partridge Lehman, 

Widely known Charlottesville physician, died May 
27th, in a Boston hospital while en route to a class 
reunion at Williams College, Williamstown, Massa- 
chusetts. He was sixty-six years of age and a grad- 
uate of Harvard Medical School in 1914. Dr. Leh- 
man retired last June as professor and chairman of 
the department of gynecology and surgery at the 
University of Virginia, School of Medicine, with 
which he had been connected twenty-five years. He 
had received many tributes and honors of local, na- 
tional and international character and was chairman 
of the Cancer Committee of the American College of 
Surgeons, president of the surgical section of the 
Southern Medical Association and a founder of the 
American Board of Surgery. Dr. Lehman became 
director of the State Division of the American So- 
ciety for the Control of Cancer in 1938 and two 
years later became Director of the Virginia Cancer 
Foundation. He served as President of the American 
Cancer Society in 1947-8 and, also in 1948, he was 
given the John Shelton Horsley memorial award 


for his achievements in cancer education and preven- 
Mc- 
Intire Tumor Clinic at the University of Virginia 


tion in Virginia. Dr. Lehman founded the 
and was a director of the clinic for many years. He 
was an active member of The Medical Society of 
Virginia, having joined in 1914, and served as 
chairman of the Cancer Committee for a number of 


terms. His wife and two children survive him. 


Dr. John Beattie, 

Widely known physician of the Tidewater area, 
died at his home at Virginia Beach, June Ist. He 
was born in Latakia, Syria, and was eighty-eight 
years of age. Dr. Beattie received his medical degree 
from the University of Pennsylvania in 1896. He 
practiced in Europe for several years before locating 
in Lebanon, Pennsylvania, and in 1918 he entered 
Dr. Beattie retired from prac- 
Life 
The Medical Society of Virginia, having been a mem- 
His wife and three chil- 


practice in Norfolk. 
tice three years ago. He was a Member of 
ber for forty-four years. 


dren survive him. 


Dr. Thomas Franklin Jarratt, 

Jarratt, died May 22nd, at the age of seventy-six. 
He was a graduate of the Medical College of Vir- 
ginia in 1904 and located in Jarratt following his 
graduation. Dr. Jarratt was prominent in civic af- 
fairs, having been a member of the Town Council, 
a charter member and past president of the Ruritan 
Club, and president of the Greater 301 Highway 
Association. He had been a member of The Medical 
Society of Virginia since 1904. His wife and two 
daughters survive him. 

Dr. Frederick Arthur Blesse, 

Henrico County Health Officer, died June 4th, 

He was 


sixty-five years of age and a retired Army brigadier- 


following a heart attack several days before. 
general. Dr. Blesse has served as director of Hen- 
rico County Health Department since 1950 and made 
his home in Richmond. His wife and five children 


survive him. 


Dr. MacLean 


On April 2, 1954, death removed from our midst one 
of the oldest and most venerable members of our pro- 
fession. 

Henry Stuart MacLean was born in Inverness, Scot- 
land on October 23, 1873. During his boyhood the Mac- 
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Lean family moved to Brooklyn, N. Y. He received his 
degree of Doctor of Medicine from Long Island College 
Hospital in 1895, following which he interned at Brooklyn 
Hospital on the service of Dr. George R. Fowler. Upon 
completion of his training he came to Richmond where 
he practiced until 1934. He was on the staff of the 
Medical College of Virginia as professor of Pathology 
and Surgical Pathology until 1913. In 1912, together 
with the late Dr. Robert C. Bryan, he founded Grace 
Hospital which they owned and operated until 1929 when 
it was sold to its present owners, the Henry Franklin 
In 1934 Dr. MacLean retired from active 
practice in order to devote his full time to 
Virginia Electric & Power Company, with which he had 
been associated since 1902 in the capacity of Chief Medi- 
cal Officer. 
Richmond as 


Corporation. 
surgical 


He also served the Federal Reserve Bank of 
Medical Adviser. Dr. MacLean 
member of the American College of Surgeons, the In- 
dustrial Medical Association, American Medical Asso- 
ciation, Southern Surgical Society, The Medical Society 
of Virginia and the Richmond Academy of Medicine. 
Stuart MacLean, the physician, was held in deservedly 
high esteem throughout his long life of fruitful activity. 
His skill as a physician and surgeon, his humanitarian 


was a 


interests and strict adherance to ethical practices are 
traits firm in the minds of those still living, both in and 
out of the profession, whose privilege it was to be called 
his friends, patients or colleagues. His character com- 
bined self confidence and dignity with a modesty and 
humility younger men, seeking guidance toward perfec- 
tion, might imitate with profit. A pioneer in the ever 
growing important field of industrial medicine, Dr. Mac- 
Lean’s policies have gone far toward advancing under- 
standing and cooperation between physicians in industrial 
practice and those in private practice. As Chief Medical 
Officer of Virginia Electric & Power Company for fifty- 
two years, he won the everlasting respect and devotion 
of employers, employees and affiliated physicians alike. 

Stuart MacLean, the man, was a devoted husband and 
father, a sincere Christian who served his church faith- 
fully as a Deacon and later an Elder since 1898, a true 
friend to all who sought his friendship. Dr. MacLean 
loved Virginia; he loved the Blue Ridge and the AI- 
leghanies; he loved the dogwood and the redbud in the 
spring, and the colors of autumn. For over fifty years 
he fished the streams and rivers of Alleghany and Bath 
counties. His constant wish of the last few weeks of his 
life was that he might gain strength enough to go there 
He never did. 


We who have had the privilege of his close association 


one last time. 


during the latter years of his life feel his loss most 
greatly. For a far too brief time, we have enjoyed and 
profited by the opportunity of having known him well. 
His sound judgment acquired through many full years of 
experience, a keen intellect, a ready, subtle sense of humor 
and a philosophy born of long observation combined to 
We shall truly 
miss this fine physician, wise counselor, firm critic, true 


produce the man of his great stature. 


friend and gentleman. 
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WHEREAS, the Academy wishes to recognize Stuart 
MacLean’s great loss to the profession and the fine quali- 
ties which assembled themselves to make the physician 
and man that he was, 

Be Ir RESOLVED, THEREFORE, that this tribute to his 
memory be entered in the minutes of this meeting, and 
that be sent to 
Monthly for publication 

Be Ir FurRTHER RESOLVED that a copy also be sent to 
Mrs. Annie Wood MacLean, his loyal and devoted wife 
who survives him. 


a copy thereof the Virginia Medical 


Maynarp R. EMLaAw, M.D. 
T. Nett, BARNETT, M.D. 
Tuomas Beatu, M.D. 


Dr. Turman 


Richmond 
physician, died at his home on Monday, May 10, 1954. 


Dr. Alexander Emmett Turman, beloved 


He was born in Carroll County, Virginia, May 6, 1869, 
the son of James M. and Tabitha Gardner Turman. He 
was a graduate of the Medical College of Virginia in the 
1893. He 
Vienna, Austria, as well as in New York and Chicago. 


class of received post-graduate training in 

Dr. Turman began general practice in Virginia soon 
after this. His activities were not entirely confined to the 
since he also showed great interest in 


medical world 


civic and fraternal organizations. 


In 1903 Dr. Turman became a member of this Academy 
and was a member until the time of his death. As many 
of you can attest, he faithfully attended not only the 
meetings of the Academy, but also others, state and na- 
tional, as long as he was physically able to do so. In 
addition to being a member of the Richmond Academy of 
Medicine, he belonged to The Medical Society of Virginia, 
the Southern Medical Association, the Tri-State Medical 
Association, the American Medical Association, and the 
American Public Health Association. He was a member 
of the Temple Royal Arch Chapter # 32, Richmond Com- 
mandery #2, Delcho Consistory of Richmond, Acca 
Temple of the Shrine Dove Lodge # 53, A F and A M 
Fulton Lodge # 193, A F and A M of Hillsville, Va., 
Order of the Odd Fellows, The Elks, Order of the Moose, 
First Unitarian Church and the Richmond Rotary Club. 


Dr. Turman was twice married, and leaves a daughter, 
Miss Adele Turman by his first wife. 
died in 1941. 


His second wife 
THEREFORE, BE IT RESOLVED that the Richmond Academy 

of Medicine hereby expresses its sense of deep feeling of 

sorrow and regret at the passing of Dr. Turman. 

Be Ir FurTHER RESOLVED that this resolution be spread 
upon the minutes of the Academy, a copy sent to his im- 
mediate family, and one to the Journal of The Medical 
Society of Virginia. 


CuHarwes L. OuTLAND, M.D., Chairmar 
ARTHUR S. BrRINKLEY, M.D. 
L. BENJAMIN SHEPPARD, M.D. 





